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Abstract 
Indigenous (Aboriginal and Torres Strait Islander) people have been 
overrepresented in injury and fatality statistics in Australia and internationally for 
decades.  In Australia, road deaths are the second leading cause of fatal injuries for 
Indigenous people, behind suicide.  Currently, Indigenous Australians die from road 
injuries at almost three times the rate of other Australians.  The majority (70%) of 
approximately 90 fatal injuries per year and 60% of around 1600 serious injuries per 
year are suffered by Indigenous residents of ‘outer regional’, ‘remote’ and ‘very 
remote’ localities. Although vehicle and environmental conditions play a role in road 
crashes in non-urban areas, road safety research has established a strong association 
between alcohol and more serious and fatal road crashes in regional and remote 
areas. Moreover, state transport agencies report Indigenous Australians as 
overrepresented in drink driving arrests while studies investigating drink driving 
predictors identify Indigenous background as a predictor for drink driving 
recidivism.  Reducing drink driving among Indigenous Australians living in regional 
and remote areas is, therefore, a priority in road safety and will help to ‘close the 
health gap’ between Indigenous and non-Indigenous Australians.  However, to-date 
there is limited information in relation to identifying the characteristics of 
Indigenous drink drivers or profiling them. 
Historically, Indigenous people convicted of drink driving have received 
primarily deterrence-based punishments, including financial penalties and licence 
suspensions. Such penalties have arguably had limited success in shifting attitudes 
and behaviour among this group of drivers.  Loss of a drivers’ licence for Indigenous 
people often leads to further driving offences such as driving while disqualified, 
which then may result in more severe punishments such as imprisonment.  
Australian-designed educational and therapeutic drink driving programs have 
been developed over the last three decades in response to the harm drink driving 
causes to public health.  However, Australian programs are primarily underpinned by 
literature based on non-Indigenous drink drivers.  Evaluations of such programs, 
while deemed effective for the non-Indigenous populations, report higher levels of 
recidivism among Indigenous participants who have completed the program when 
compared to other participants.  There is a limited understanding pertaining as to 
what motivates and sustains drink driving in regional and remote Indigenous 
communities as well as the factors that support the behaviour’s cessation. Therefore, 
it is difficult to determine why drink driving programs are not as effective in 
Indigenous drink driving populations compared to the positive effects they have been 
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shown to have on recidivism as well as health and lifestyle choices of mainstream 
(general population) drink drivers. 
This thesis incorporates three independent but linked stages of quantitative 
and qualitative research designed to comprehensively investigate drink driving 
behaviour among Indigenous people in Queensland. Specifically, the research 
investigated the characteristics of Indigenous drink drivers and described the psycho-
social, cultural and contextual factors associated with Indigenous drink 
driving.  Using this information, program content and delivery guidelines for 
implementation of a targeted drink driving countermeasure for Indigenous regional 
and remote communities were developed and then trialled.  The program was piloted 
in two communities with attendance of drink driving participants, Elders and other 
community members. A number of additional recommendations were made in 
relation to the feedback from the pilot.  This thesis comprises six papers arising from 
the three stages of research. 
Stage One comprised the foundation research and consisted of quantitative 
methods.  The findings of Stage One are based on the analysis of drink driving 
convictions from 2006-2010, extracted from the Queensland Department of Justice 
and Attorney General database.  The first phase of Stage One provided information 
about the prevalence and the characteristics of Indigenous drink driving convictions 
in order to try to understand the higher rate of deaths and serious injuries in regional 
and remote communities compared to urban areas and also provide information 
about where the subsequent qualitative investigation should occur.  Data on 
convictions were regrouped by gender, age, Accessibility/Remoteness Index of 
Australia classification and sentence severity.  The analyses revealed the Indigenous 
conviction rate to be six times that of the general drink driving conviction rate in 
Queensland.  There were 9,323 convictions, of which the majority were for male 
persons (77.5%).  Half (52.6%) of the convictions were of persons <25 years.  Age 
was significantly different across the five regions for males only, with a larger 
number of convictions in the ‘very remote’ region of persons over 40+ years of 
age.  Increased remoteness was linked with high range BAC (≥ 0.15g/100ml) 
convictions for both males and females.  Repeat offenders were more likely to come 
from locations other than ‘major cities’ with the association strongest for courts in 
the ‘very remote’ region (OR=2.75, 2.06-3.76, p<.001).  Statistical associations 
between remoteness and drink driving convictions that were identified in Stage One 
analyses suggested that the studies for Stages Two and Three should focus on outer 
regional and very remote offenders. 
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In order to identify the psycho-social, cultural and contextual factors that 
contributed towards drink driving in Indigenous communities as well as factors 
which supported cessation of drink driving, Stage Two used qualitative methods to 
capture information about the drink driving histories of Indigenous drink drivers.  
Forty-nine Indigenous people from the Cairns Region and Cape York, Far North 
Queensland with a drink driving history agreed to be interviewed.  Thematic analysis 
identified several themes, three of which arise in this thesis including motivations to 
drink driving; risk factors and protective factors. Motivation to drink drive was 
primarily related to ‘family obligations’. This referred to situations where 
participants described pressure from members of their extended families to drive 
after drinking.  The underlying responsibility for transporting family members 
appeared to be difficult to avoid and related to cultural values that involved 
responding to family needs as a priority. Younger participants (<35 years) were also 
motivated by a bravado mentality, referred to as ‘being the hero’ in the narratives.  
This involved situations where participants insisted on being the person who would 
take the risk of being caught by police for drink driving and hence protect other 
members of the group.  There was a perception that the risks of drink driving (crash 
risks or avoid police apprehension) could be managed.  Exposure to older family 
members drinking and driving was also considered to play a role in normalising the 
behaviour, leading to imitation into adulthood.  Lastly, legislative prohibition of 
alcohol in remote communities was considered to stimulate circumventing 
behaviours such as driving long distances to obtain alcohol legally.   For drivers who 
had been able to desist from drink driving, two factors protected against relapse: 
reducing alcohol use, and re-connecting with family/developing new support 
systems.  New support systems acted as mechanisms to drink drivers to develop and 
reinforce new attitudes as well as social and lifestyle behaviours that separated them 
from the antecedents of their earlier drink driving behaviour and alcohol use. 
In Stage Three concepts from the Community Reinforcement Approach 
(Hunt & Azrin 1973), and the findings from the earlier stages were utilised to inform 
the development of the four session program, ‘Hero to Healing’.  The program was 
piloted as a one day course in the one regional and one remote community. The 
content had a focus on the impact of drink driving, family pressures, risk taking, pre-
colonial Indigenous values, general alcohol problems and alcohol and cannabis 
education.  Content delivery was via visual media, story-telling, yarning and 
interactive discussions among group participants without the need for writing.  Focus 
groups and interviews were conducted at the completion of the program with 
program participants (n=17), program co-facilitators and other attendees (n=8) to 
determine their short-term perceptions about the program delivery process and 
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content.   Program participants generally reported being comfortable sharing their 
stories as they could identify with the experiences and terminology presented. This 
predominantly related to ‘kinship pressure’ to drink drive and being the ‘hero’. The 
majority of the participants reported that they thought they could use one or more of 
the strategies presented in the program to desist from drink driving. Participants 
reported feeling more comfortable in an environment they were familiar with and 
one that was non-threatening and conducive to ‘group yarning’. Elders of the 
community played an integral part in supporting community ownership of the 
program through assisting with facilitation of the program as participants considered 
them to be trustworthy and could identify with their stories.  A number of 
recommendations were made in relation to the additional content including broader 
health and lifestyle behaviours connected to drink driving including relationship 
counselling, access to transport and employment opportunities. 
 
The findings from this program of research have considerable implications 
for the effective treatment of drink driving among Indigenous people, and, 
specifically for the content and delivery of drink driving treatment programs. The 
pressure to drink drive in a culture which emphasises group identity, social cohesion 
and belonging, requires a shift in focus towards viewing the environment of drink 
driving among Indigenous peoples as a collective, as opposed to an individual 
phenomenon.  The absence of a consideration of these cultural features may explain 
why existing drink driving programs are not as effective for Indigenous 
participants.  To address the pressure drink drivers receive, programs for Indigenous 
regional and remote communities need to encourage discussion and strategies that 
support the adoption of pre-colonial obligations.  It is envisaged this will lead to 
safer driving practices.  In terms of delivery, community ownership, building 
community capacity and community inclusion should underpin how the program is 
delivered.  The research demonstrates inclusion of community members, co-
facilitation of local leaders and long-term support is vital in such a program to ensure 
relevancy, low attrition rates, a change to community acceptance and efficacy to 
produce behavioural-change among drink drivers.   
There are a number of implications for how general road safety initiatives 
should campaign and educate the broader Indigenous community regarding drink 
driving.  Parents are pivotal in the development of their child’s attitudes and 
behaviours towards road safety.  With a number of Indigenous participants exposed 
to drink driving during pre-learner age, other strategies could also be considered to 
change the social norm of drink driving in regional and remote 
communities.  Considering the self-reported pre-licence driving discussed by 
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Indigenous participants, targeted education of parents may need to occur.  It is vital 
the pre-learner driver is encouraged to partake in safe driving habits from the 
beginning of the novice period and not exposed to drink driving practices.  Strategies 
should teach parents: that they are sources of attitudes and expectancies 
development; that drink driving risks are unnecessary, unsafe and cannot be 
managed, and that they provide the most driving instruction for their pre-learner 
driver particularly in remote communities where there is little to no opportunity to 
access external driving education.  Scope for future research, the contribution to 
theory and limitations of this program of research are also discussed.  
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1.1 Introductory comments 
This chapter outlines the program of research comprising this thesis-by-
publication.  The opening part of the chapter provides a brief discussion of the history of 
colonisation in Australia and the connection this has with alcohol and injury-related 
behaviour among Australia’s Indigenous people today.  This will provide a platform to set 
the context for further discussion in later chapters about the effect of Australia’s colonial 
practices and policies on the legal, cultural, and social structures and systems of 
Indigenous people in Australia.   
An overview of the literature outlining and supporting the rationale for the 
research will be presented.  This chapter will also include a synopsis of the theoretical 
approach used in this research, a summary of the research aims and the demarcation of 
the scope of the research program will be defined.  Finally, the structure of the 
dissertation will be described.  
1.2 The effect of colonisation on the health of Indigenous people in Australia 
Indigenous people lived a hunter-gatherer existence for around 40,000 to 60,000 
years.  Estimated to be approximately 750,000 people, Indigenous Australians lived in 
small semi-nomadic groups in diverse landscapes ranging from the coast to the arid 
interior (Saggers, 2003).1  With an evolved and sophisticated relationship of sustainability 
with the environment, Indigenous tribes comprised various legal, social and kinship 
structures and systems (discussed further in Section 2.2.2).  Indigenous people considered 
themselves to be the custodians of the environment that provided them and future 
generations with sustenance.  As part of being the guardians of the land, protection of 
food and water from loss and spoilage was considered to be an important obligation.   As 
Marcia Langton writes, the world changed for Australia’s First people on the 18th of 
January 1788 (Langton, 2008): 
…we know from the records of the First Fleet that fires were burning along the 
coastline, and people were watching the ships track into the harbour.  With their 
fires, and perhaps messengers flitting between the camps, the response must have 
been an overwhelming feeling of suspense as they watched this strange apparition 
on the water.  It was larger than anything they had seen, and voices would have 
been heard coming from it, drifting across the water. Then another and yet another 
                                                             
1 The term Indigenous Australians refers to people who identify as Aboriginal and/or Torres Strait Islander. 
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appeared…. But what were they? One spoke of a story he had heard as a child of 
people who looked like ghosts coming in giant canoes with wings.  It might be 
them.  
The arrival of European settlement in Australia in the late 18th century saw the 
appropriation of land, primarily for purposes of economic growth.   The primary 
production was wheat and wool for the British Empire (Saggers & Gray, 1991).  At the 
time Australia was colonised, the expanding capitalist economy was dependent on raw 
materials and exploitative labour relations of its many colonies (Saggers & Gray, 1991). 
Western market economics and associated social, legal and economic institutions became 
the dominant structures within Australia, while Indigenous systems were not recognised 
under colonial governance.  Seizure of land to support the growing economy saw the 
destruction of Indigenous customs and practices, loss of sacred sites, trading and hunting 
grounds (Dudgeon, Wright, Paradies, Garvey, & Walker, 2010).  Indigenous inhabitants 
became dependent on colonial foods that were often unfamiliar to them and of inferior 
nutrients quality.  Colonists also introduced harmful substances such as alcohol and 
tobacco which would go on to have serious long-term effects on the health of Australia’s 
First peoples.2     
The overriding policy objective during the late 19th and early 20th century was to 
‘manage’ the Indigenous population through assimilation.  Indigenous people 
dispossessed from their land were moved to reside in missions.  Most of the Aboriginal 
communities that now exist in Northern Australia are geographically located where the 
former missions were operated.  Run by varying denominations of the church, the 
intention of each mission varied.  Some were of the notion Christian salvation was 
offered to people perceived as a race destined to die out, while other missionaries were 
aware of the physical genocide being enacted by the Frontier which was decimating 
Indigenous people.  Generally, missions challenged the Indigenous way of life, often 
requiring several clans and tribes to co-exist in more constrained circumstances and 
proximity than would have been expected under Indigenous culture (Dudgeon et al., 
2010).  Commentators have argued these settlement environments directly confronted 
such Indigenous values as the strong emphasis on immediate kin group loyalties and a 
                                                             
2 The experience of colonisation differed for Indigenous groups based on location, with the south-east of 
Australia colonised before other, more remote parts of Australia.  An extended discussion is outside the 
scope of the thesis.   
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preference for direct confrontation, and often violence, to amend perceived wrongs 
(Martin, 1993). Indigenous authority structures and conflict resolution mechanisms, 
including those within kin groups, were eroded or suppressed under the mission and State 
settlement administrations (Martin, 2001). 
A particularly tragic feature of missions was the active engagement in the 
separation of children from their families under child protection laws, under the 
Aboriginal Protection Acts and States Boards.  The effect of these laws left those on 
reserves as wards of the state with members of the protection boards as their legal 
guardians.  While the premise of the policy of protection differed to assimilation, it 
entailed Indigenous people relinquishing their cultural traditions and practices.  Some 
children were taken on the premise of neglect while others were removed on the basis of 
being of mixed descent.  Between one in three and one in ten Indigenous children were 
forcibly removed from their families and communities from early in the 20th century until 
the 1970s (HREOC, 1997).   
The physical and psychological oppression over the last two centuries has created 
cumulative intergenerational trauma which is strongly implicated in the mental and 
physical health concerns and substance misuse experienced by many Indigenous 
Australians today (Swan & Raphael, 1995).  Although fewer Indigenous people drink 
alcohol, the rate of harmful consumption among Indigenous Australians who drink is 
greater.  The proportion of Indigenous people who reported drinking at short-term risky 
and high-risk levels at least once a week in the previous twelve months was more than 
twice that for non-Indigenous Australians.  Research has demonstrated the intrinsic link 
between alcohol and these types of injury-related behaviour within Indigenous 
communities (Calabria, Doran, Boa, Shakeshaft, & Hall, 2010).  Moreover, the misuse of 
alcohol has manifested itself as one of the leading causes (5.4%) of the total burden of 
disease related for Indigenous people (ill health, disability and premature death) (Vos, 
Barker & Stanley, 2007).    
The study by Vos and colleagues (2007) measured the burden of disease and 
injury in Aboriginal and Torres Strait Islander people, using disability-adjusted life years 
(DALYs). DALY combines years of life lost due to premature mortality and years lost 
due to disability, with time as the common metric to quantify healthy life lost due to fatal 
or non-fatal diseases, injuries and selected risk factors.  The study found that intentional 
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and unintentional injuries were the third leading cause of the disease burden for 
Indigenous Australians, causing 12.9% of the total burden compared to 7.0% of the 
disease burden in the total Australian population.  Suicide (28%), road crashes (24%), and 
violence (16%) contributed more than two-thirds of the Indigenous Australian injury 
burden.   
Suicide, identified as the most common cause of alcohol-related deaths among 
Indigenous men and also a common cause of alcohol-related death for Indigenous women 
(Chikritzhs, Pascal, & Gray, 2007), is prominent for Indigenous men and women aged in 
their 20s (Parker & Ben-Tovim, 2002).  Indigenous people experience anxiety, depression 
and feelings of marginality and alienation from the resultant despair and dislocation from 
their traditional lifestyle and loss of identity (Hunter, 1993).  Alcohol misuse is well 
documented as a method of coping with this isolation.   The dislocation that Indigenous 
people experience is also reflected in the disproportionate number of Indigenous people in 
contact with the criminal justice system as both defendants and victims of crime, 
contributing to the ongoing cycle of trauma.  The rate of Indigenous imprisonment is 15 
times that of other Australians (ABS, 2013a).  Berry, Harrison, and Ryan (2009) 
identified interpersonal injury to be highest among Indigenous men aged 35-39 and 
women aged 30-34.  As will be discussed further in the following section, hospitalisation 
rates for road crashes involving Indigenous people are highest at 15-19 years but 
remained relatively high for those aged in their 30s and 40s before decreasing (Henley & 
Harrison, 2013).  The effects of colonisation, including loss of land, language, cultural 
practices and spirituality, are particularly relevant to injury as a result of violence, risk 
taking and self-harm within Indigenous communities (Clapham, Stevenson, & Lo, 2006). 
A World Health Organization (WHO) report on violence (2002) recognised the 
significance of the issue in Indigenous Australians.  The report, referring to past laws and 
discrimination as contributing to the high violence in Indigenous communities, also 
referred to the rapid social changes following the lifting of these policies in the 1970s.  
The extension of citizenship to Indigenous Australians in 1967 brought the policy of self-
determination and autonomy.  However, it also gave people the right to drink alcohol in 
licensed premises, the government provision of welfare payments, and the Community 
government funded Community Development Employment Project, which some 
commentators have argued has acted as a disincentive to investing in education and 
finding paid employment (Pearson, 2007).  According to the WHO report, these types of 
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policies gave rise to instability within Indigenous communities and family life and led to 
high rates of crime, alcohol dependence and substance violence, accidents and homicide.  
Indigenous and non-Indigenous commentators have also linked the problems to the 
increased availability of alcohol and welfare payments that followed the civil rights 
reforms in the 1960s (Hunter 1993).  The Cape York Justice study, commissioned by the 
Queensland Government in 2001 into the causes, nature, and extent of breaches of the law 
in the Cape York Indigenous communities, reported that alcohol abuse and violence 
behaviour had become socially normalised in the Cape York communities (Fitzgerald, 
2001).  Kidd (1997) also notes that there is little doubt that the legal availability of 
alcohol led to considerable turmoil in these communities and that this was compounded 
by the illicit sale of alcohol including fortified wine and spirits, also referred to as the ‘sly 
grog’ trade.  Upon this basis, it is important road safety-related research considers the 
impact of  i) colonisation, ii) the alcohol-related policy settings Indigenous Australians 
have been exposed to, and, iii) the other social and wellbeing issues including poor 
mental health outcomes and unemployment, and how these could influence the road 
behaviour and alcohol use of Indigenous people in Australia. 
1.3 Present context of Indigenous road trauma  
 The original inhabitants of Australia, New Zealand/Aotearoa, Canada and United 
States experience a greater burden of illness and injury, poorer social and economic 
outcomes, and shorter life expectancy compared to the non-Indigenous population in their 
respective countries (Bramley, Hebert, Tuzzio, & Chassin, 2005; Minister of Health, 
2013; Vos et al., 2007).  Road crashes play a significant role in these poorer health 
outcomes (Vos, Barker, Begg, Stanley, & Lopez, 2009).  On a population basis, the 
Indigenous people of these countries are among the most affected by road injuries within 
their national populations (Henley & Harrison, 2013; National Highway Traffic Safety 
Administration, 2009; Pollack, Frattaroli, Young, Dana-Sacco, & Gielen, 2012; Sargent, 
Begg, Broughton, Stephenson, Wright, & Baxter, 2004).  For example, the Native 
American and Alaskan Native road crash death rate is three times the rate for the Asian 
and Pacific Islander population, the population with the lowest rate.  Among the Maori 
population, the rate is twice that compared to other road users in New Zealand (Ministry 
of Social Development, 2010).  
In the context of Australia, Indigenous people are involved in fatal road crashes at a 
rate of 2.8 times higher than the general Australian population (Henley & Harrison, 
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2013).  Serious injuries arising from road crashes are also higher (30%) among 
Indigenous Australians than other road users (Henley & Harrison, 2013), leaving many 
with serious disability or long-term conditions, such as acquired brain injury or spinal 
cord injury.  Apart from the direct physical effects of road crashes, there are also the 
psychological effects, as families have to try and cope with the death or disability of a 
family member (Ferguson & Segre, 2012; Macaulay, Thomas, Mabbot, Styles, 
Edmonston, Sheehan, & Schonfeld, 2003).  Deaths, disabilities and psychological trauma 
have a large impact on Indigenous individuals and their families and often profound 
effects on the broader community.   
The disproportionate rate of road-related injuries and deaths among Indigenous 
Australians is not surprising since it is the leading cause of injury-related deaths across a 
wide range of age groups among both Indigenous women and men (Henley & Harrison, 
2013).  Road crashes also have serious consequences for the next generation of 
Indigenous road users, being the second leading cause of injury deaths among youths 
aged 15-19 years, behind suicide (AIHW, 2011a).  This makes reduction of road crashes 
vital in increasing life expectancy among Indigenous people and improving the health 
outcomes across the lifespan. 
The overrepresentation of Indigenous Australians in road trauma is not a new 
phenomenon.  Observation of this serious health issue has been in the literature since the 
1980s (Cercarelli, 1994).  For example, between 1988 and 1996 Indigenous people, who 
comprise 3% of the population of Western Australia, made up 7% of hospital discharges 
after a road crash (Cercarelli, 1999).  Historically, the situation in the Western part of the 
country cannot be compared to other Eastern states including Queensland because of data 
limitations in reporting Indigenous status and difficulties estimating Indigenous 
populations.  Brice (2000) states, until recently detailed road safety studies were not 
conducted outside of Western Australia and the Northern Territory because of such 
limitations.  These same limitations have meant that understanding Indigenous road 
trauma and in-depth examination of its causes are very under-developed.   
Location of road crashes is one factor that contributes to the higher incidence of 
Indigenous death and injury, and this risk increases with the remoteness (AIHW, 2010). 
As shown in Figure 1, Indigenous regional and remote road users are killed in road 
crashes more often on a population basis than either their Indigenous urban counterparts 
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or non-Indigenous Australians living in communities geographically classified as regional 
or remote (Henley & Harrison, 2013).  For ‘Major Cities’ differences amongst Indigenous 
and non-Indigenous rates of injury-related death are not as pronounced.   
 
 
Figure 1.1. Comparison between Indigenous and non-Indigenous road fatalities per 
100,000, 2005/06 – 2009/10  
 
In developed countries such as Australia, there is a consistent pattern of higher 
rates of fatalities and injuries in regional and remote areas when compared with urban 
areas.  Given the large costs to regional and remote health and emergency services, 
research has been dedicated to determining risk factors which contribute towards the 
higher road toll.  This information can translate into better preventive and treatment 
strategies.  A number of factors have been identified to cause these higher rates, including 
poorer road conditions (Marmor & Marmor, 2006), lack of access to medical facilities 
(Muelleman, Wadman, Tran, Ullrich, & Anderson, 2007), reduced levels of enforcement, 
poor use of restraints (Steinhardt & Watson, 2007), overcrowding of vehicles (AIHW, 
2010) and increased road hazards.  However, alcohol still remains one of the leading 
causes for higher rates of road trauma in isolated areas for Indigenous Australians 
(Siskind, Steinhardt, Sheehan, O’Connor, & Hanks, 2011).  Unlike many of the 
environmental risks, drink driving is a preventable risk. 
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1.4 The role of alcohol in road trauma in Australia 
In a Queensland-based study, Indigenous regional and remote drivers involved in 
road crashes were over the legal blood alcohol concentration (BAC) limit 
(0.05mg/100ml) more often than their non-Indigenous counterparts (Edmonston, 
Steinhardt, & Siskind, 2008).  Of the Indigenous drivers and riders in all injury crashes in 
‘Major Cities’ and ‘Regional’ areas, 17.5% were over the legal BAC limit, compared to 
only 3.8% of non-Indigenous injury-crash involved operators.  Alcohol involvement in 
Indigenous driver crashes is greater in remote areas where 31.5% of Indigenous drivers 
and riders in all injury crashes were over the BAC limit, compared to 7.4% of non-
Indigenous drivers and riders in injury crashes (Edmonston et al., 2008).   
Boufous, Ivers, Martiniuk, Senserrick, & Stevenson (2009) analysed the trends in 
traffic casualties in the Northern Territory between 1997 and 2008.   Indigenous road 
traffic fatalities remained stable over the time period, in comparison to the decline in road 
fatalities among non-Indigenous people.  Encouragingly the proportion of alcohol-related 
casualties’ crashes decreased significantly among the Indigenous population from 45.6% 
in 1997 to 30.1% in 2008. However the report concluded alcohol remained a factor to 
address as Indigenous road crash casualties were three times more likely to use alcohol.   
Studies that have not specifically included Indigenous status also found alcohol 
plays a leading role in the severity of crashes in non-urban areas (Siskind et al., 2011).  A 
review by Siskind and colleagues (2011) of Queensland transport and police records 
between March 2004 and June 2007 identified alcohol as a key factor in the more serious 
and fatal road crashes in outer regional and remote areas.  After controlling for human 
factors in the analysis, vehicle and road conditions made a minimal contribution to the 
seriousness of the crash outcome.  Taken together, it is evident that alcohol is associated 
with severe road crashes in Queensland rural and remote communities. This suggests that 
if the use of alcohol were addressed as well as its association with driving, there would be 
a significant reduction in the road trauma burden felt by Indigenous people in non-urban 
areas across Australia. 
1.5 Rationale for the research 
 The rationale for the research is underpinned on this: i) gaps in the literature 
relating to the characteristics of Indigenous drink drivers and the contributing factors for 
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their behaviour, and ii) the limitations of existing drink driving programs in Australia for 
Indigenous people. 
In Australia, according to transport agency reports and independent studies (Dalla-
Costa, 2011; Trimboli & Smith, 2009) a large proportion of Indigenous drink drivers are 
often caught multiple times.  Arrest records in Western Australia indicate that Indigenous 
people, who comprise approximately 3.5% of the state’s population (ABS, 2006a), 
represent about 15% of all drink driving arrests, with this proportion increasing to 28% of 
third time arrests (Dalla-Costa, 2011).  While such reports and studies provide important 
information about the high prevalence of recidivist drink driving among Indigenous 
people, they do not offer any information about the characteristics of Indigenous drink 
drivers specifically.  
Few published studies have focussed on Indigenous people who drink and drive in 
Australia or in other countries, although a search of the published international literature 
yields articles dedicated to the identification of the criminogenic factors that sustain drink 
driving among the general population as well as the psychological, social and contextual 
factors that prevent it.  A study conducted by Rothe and his colleagues (2005) in Alberta, 
Canada found a number of community and cultural factors which help to facilitate drink 
driving in First Nation communities.  Drink driving, although known to be high-risk 
behaviour was found to be a part of normal life and permitted within sub-pockets of the 
community (Rothe et al., 2005).  Kinship obligations were used by parents or 
grandparents to pressure younger unlicensed children to drive in order for them to avoid 
driving home intoxicated.  The authors concluded that drink driving was linked to 
contemporary as well as historical factors including intergenerational trauma of 
colonisation and dispossession.  In Australia, the legacy of colonisation, including 
extreme levels of loss, grief, disempowerment, cultural alienation, and loss of identity, 
has been linked to other injury-related behaviour in Indigenous people including violence 
and suicide (Hunter, 1993).  This Canadian study provides evidence there may be unique 
historical, community and cultural elements associated with drink driving which 
Indigenous people experience.  It is important to address these same gaps in drink 
driving-related research among Indigenous people in the Australian context.   
In Australia, the majority of countermeasures used to modify individuals’ 
behaviour are legal sanctions founded on deterrence theory.  The traditional form of 
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deterrence theory is based on Classic Deterrence Doctrine and remains the predominant 
paradigm (Gibbs, 1975).    The theory proposes that individuals will avoid offending 
behaviour(s) if they fear the perceived consequences of being apprehended for the act 
(Homel, 1988).  However, research in this area has demonstrated that the types of 
penalties imposed are often ineffective in producing behavioural-change and can lead to 
further driving-related offences for Indigenous people including unlicensed driving 
(ATSB, 2006a; RTA, 2008).  Further discussion related to legal sanctions is presented in 
Section 2.2.3.   
Therapeutic and educational drink driving programs have been developed in 
response to the threat that drink drivers pose to themselves and others.  There is no 
national approach towards dealing with drink driving in Australia, therefore programs 
differ across states and territories.  The majority of programs offered are designed for 
mainstream urban and regional populations (Larn, & Dwyer, 1993; Mills, Hodge, 
Johansson, & Conigrave, 2008; Sheehan, Schonfeld, & Davey, 1995).  The programs 
mainly follow one of two objectives; the first is to teach drink drivers a number of 
strategies to control their drinking in order that they can avoid becoming too impaired to 
drive.  Should this fail, the principle encouraged is to not drive after drinking.  The 
second objective takes a health approach, encouraging drink drivers to reduce their 
substance misuse which in turn reduces the likelihood of their re-offending.  Some 
programs have been adapted in length and literacy to cater for Indigenous and rural 
participants while maintaining the same content (Larn & Dwyer, 1993; Mills et al., 2008).  
The outcomes of these modified programs have been shown to have limited benefit, with 
a higher proportion of Indigenous compared to other participants repeating the offence 
(Mazurski, Withneachi, & Kelly, 2011).  A review of all  programs available in Australia 
is presented in Section 2.3.   
Over the last decade, many reports on state and national road safety initiatives 
have recognised the need for the development of road safety programs specifically 
targeted towards their Indigenous people (ATC, 2011; New South Wales Transport, 
2012).  Of particular relevance to the current program of research is the Australian 
Transport Council’s National Road Safety Strategy (2011-2020), which has a strong 
mandate for addressing Indigenous road safety (ATC, 2011).  Key recommendations 
include implementing locally relevant and culturally appropriate Indigenous campaigns 
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and programs by 2014 in reference to a range of dangerous road practices including 
alcohol and driving.  These are intended to meet the needs of linguistically diverse 
groups.  To fulfil this recommendation in the high risk areas of regional and remote 
communities, more research with Indigenous communities into drink driving is needed 
urgently. 
In summary, alcohol is a leading risk factor for serious road crashes among 
Indigenous Australians.  To date, the majority of what is known about the issue comes 
from transport reports and studies that have not specifically investigated Indigenous drink 
driving.  Moreover, existing treatment programs are ineffective for Indigenous 
Australians and the gap in the literature prevents the development of a specialised, 
evidence-based program.  Greater attention from road safety researchers is needed to 
understand the plight of Indigenous road users related to drink driving.  
1.6 Definition of a drink driving offence in Queensland 
The legal blood alcohol limit for driving in Queensland is 0.00g/100ml for people 
on a learner, probationary or professional licence and 0.05g/100ml for people on a full 
licence.  There are four types of drink driving charges in Queensland, namely above the 
zero limit (0.00-0.049g/100ml); above the general permitted alcohol limit (0.05-
0.99g/100ml); mid-range (0.10-0.15g/100ml); and above the high alcohol limit (≥ 
0.15g/100ml) (Queensland Government, 2014). 
Table 1.1 Maximum drink driving penalties that apply for a first offence in 
Queensland 
BAC 
mg/100ml 
Maximum Licence 
disqualification 
Maximum fine 
amount  
 
Maximum term 
of imprisonment 
Over 0.00, but 
under 0.05 BAC* 
 
9 months $1540 3 months 
0.05 and over, but 
under 0.15 
 
9 months $2200 6 months 
0.15 and over Magistrates’ 
decision (minimum 
of 6 months) 
$3080 9 months 
(Queensland Government, 2014) 
*Learner, probationary or provisional licences, and drivers of particular motor vehicles  
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Table 1.1 outlines the maximum penalties given to a first time drink driver in 
Queensland.  Under Queensland legislation, a recidivist drink driver is defined as a driver 
who has had two drink driving offences within a five year period.  Penalties for a second 
offence include: vehicle impounded (if driver has a BAC 0.15mg/100ml and over or fails 
to provide a specimen of breath or blood), licence disqualified for up to two years, vehicle 
impounded or confiscated for high range drink driving, receive financial penalty up to 
$6600 or a term of imprisonment determined by the court. 
1.7 Deconstruction of the program of research 
1.7.1 Theoretical framework for the research 
 Although it is not the purpose of this thesis to test or compare the utility of 
particular theories in explaining drink driving behaviour among Indigenous people, there 
is a multitude of benefits of theoretically driven approaches.  A number of psychological 
theories have been used to inform the development of cognitive-behavioural programs.  
According to existing literature, the development of a culturally sensitive drink driving 
rehabilitation program should be guided by a combination of evidence-based research and 
local community views as well as being underpinned by a theoretical framework.  
Traditionally, road safety and health-related programs have been informed by frameworks 
such as the Transtheoretical Stages of Change model (DiClemente & Prochaska, 1998).  
Programs underpinned by this model may be both limited in appeal and impact among 
Indigenous groups due to their failure to account for cultural issues as well as being too 
confrontational and inflexible (D’Abbs, 1990).  One model, the Community 
Reinforcement Approach, is increasingly being utilised to address drink driving in the 
United States, primarily among First Nation people (Woodall, Delaney, Kunitz, 
Westerberg, & Zhao, 2007).  Use of this model is also growing for alcohol-related 
treatment among Indigenous Australians (Calabria, Clifford, Rose, & Shakeshaft, 2014).  
The Community Reinforcement Approach (Meyers & Smith, 1995) is a comprehensive 
cognitive-behavioural program for treating substance abuse problems through assisting 
people to re-arrange their lifestyles so that healthy, alcohol and drug free living becomes 
rewarding and thereby contends with alcohol and drug use.  The model emphasises the 
importance of not only changing thinking and behaviour but also ensuring a sense of 
community support for the positive change.  A review of these models and the 
explanations for using the Community Reinforcement Approach is discussed in Chapter 
Three.  
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1.7.2 Research aims 
As highlighted in this chapter, drink driving within Indigenous communities 
occurs within the context of broader public health issues including alcohol misuse, and 
unemployment (demonstrated in Figure 1.2).  An approach is required that considers and 
responds to the underlying determinants of alcohol misuse as well as drink driving.  As 
outlined in Chapter One, the prevalence of drink driving and alcohol misuse is influenced 
by a range of social, cultural, contextual and psychological influences.  Moreover, legal 
sanctions remain the predominant countermeasure to address drink driving generally in 
Australia.   Drink driving program evaluations have demonstrated to be effective for the 
mainstream population.  However, there is limited literature regarding the profile of drink 
drivers among Indigenous people (Section 1.2.4) and the risk factors associated with the 
behaviour in regional and remote communities, despite being the second leading cause of 
death among Indigenous people in Australia.  This makes it unclear if mainstream 
programs would be effective for Indigenous people in regional and remote communities. 
Evidence from a Canadian-based study demonstrates unique factors, such as cultural 
values have a role in drink driving engagement among First Nation people.  However, this 
remains anecdotal within the Indigenous Australian context. 
                              
On this basis, the current research has a specific focus which is to investigate the 
mechanisms that facilitate drink driving within regional and remote Indigenous 
communities. The overarching objective of the research is to develop a drink driving 
program that is relevant to Indigenous drink drivers and the context in which the 
behaviour occurs.  Stage Three of the research program will be guided by participatory 
action research in order to increase the applicability and community ownership of the 
program content and delivery. 
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Figure 1.2 The pathway of drink driving and the related effects  
 
The key aims of the research are to:  
1. Investigate Indigenous drink drivers in terms of the prevalence and characteristics 
associated with offending and characteristics. Furthermore, this aim also 
encompasses determining the characteristics associated with recidivist drink 
driving among Indigenous people in Queensland; 
2. Explore the attitudes, beliefs and perceptions about factors that influence drink 
driving behaviour among Indigenous drink driving offenders in regional and 
remote areas.  In addition, the research aims to identify potential protective factors 
that support drink drivers to desist from future episodes of drink driving; 
3. Develop a drink driving program that i) identifies with the lived social and 
cultural experiences of Indigenous people convicted of drink driving; and, ii) is 
delivered in a method that is appropriate and could effectively assist Indigenous 
people in regional and remote communities to desist from drink driving.  
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To address particular issues related to these research aims, three independent but 
linked studies (stages) involving multi-method approaches (qualitative and quantitative 
approaches) were designed.  
1.7.3 Demarcation of scope of the research program                               
The current research program is based upon the self-reported experiences, 
attitudes, behaviours and perceptions of the Indigenous drink drivers themselves. It is 
noteworthy that the qualitative research also allowed insight into the mechanisms which 
perpetuate drink driving.  This information was regarded as pertinent as a foundation for 
the design of the drink driving program.  Research has verified that there are numerous 
risk factors for Indigenous drink driving in addition to those that the current research 
investigated (see above).  For instance, there is a growing volume of literature that 
suggests that repeat drink driving is more prevalent among drivers with mental health 
disorders including conduct disorder, post-traumatic stress disorder, generalised anxiety 
disorder and bipolar disorder compared with the general population (Shaffer et al., 2007).  
This suggests that more attention is warranted to investigate the mental health of 
Indigenous people convicted of drink driving.  However, the focus of the current program 
of research is on identifying the personal, social and contextual factors of Indigenous 
drink drivers and developing a program to reduce drink driving occurrences.  
1.7.4 Structure of the dissertation and account of research progress linking the 
research papers 
As previously mentioned, the overarching aim of the thesis is to develop a drink 
driving program for Indigenous people in regional and remote communities (Stage 
Three).  Quantitative and qualitative methodologies are used in the research program to 
enable a comprehensive investigation of drink driving among Indigenous people in 
Queensland across the first two stages of research in order to develop and pilot the drink 
driving program.  Stage One also provided information to identify the geographical 
locations for Stages Two and Three.   
Chapter Two is a comprehensive review of the available literature regarding 
Indigenous drink driving.  The review has positioned literature related to Indigenous 
drink drivers within the literature related to general population drink driving in order to 
highlight what is known about Indigenous drink driving as well as those research gaps 
that warrant further attention.  This chapter also reviewed the existing educational and 
 The development of the ‘Hero to Healing’ program     17 
 
 
 
therapeutic drink driving programs currently offered in Australia as well as drink driving 
programs offered to other Indigenous populations in New Zealand/Aotearoa, United 
States of America and Canada.  The content, delivery style and available evaluations of 
these programs will provide greater understanding of what is currently available and how 
programs outside of Australia cater for their Indigenous population.  It is likely some 
Indigenous drink drivers will self-refer or be court-mandated to attend residential or 
community-based alcohol treatment programs.  A summary of these services will also be 
provided.   
Chapter Three contains a review of the Stages of Change model which is used to 
underpin the majority of cognitive-behavioural drink driving programs from Chapter 
Two.  The limitations of this model for developing Indigenous behavioural-change 
programs and the rationale for using the Community Reinforcement Approach to inform 
the development of the program will be discussed.  Chapter Four provides an overview of 
the research program and the six publications comprising this thesis-by-publication.   
Chapters Five to Ten contain the six papers outlined in Chapter Four.  The studies 
in Chapters Five and Six represent the first stage of the program research and explore i) 
the prevalence of  drink driving convictions of Indigenous people in Queensland and ii) 
the characteristics associated with drink driving recidivism.  The prevalence and 
characteristics of Indigenous drink drivers in Queensland has been published as Fitts, 
M.S., Palk, G.R., Lennon, A.J., & Clough A.R. (2013). Prevalence and characteristics of 
Indigenous drink-driving convictions in Queensland, Australia. Road & Transport 
Research: A Journal of Australian and New Zealand Research and Practice, 22 (2), 40-
51 and characteristics associated with recidivism is published in Fitts, M.S., Palk, G.R., 
Lennon, A.J., & Clough, A.R.  (2013). What are the offence and offender risk factors for 
Indigenous repeat drink drivers in Queensland? Journal of the Australasian College of 
Road Safety, 24 (2), 39-47. 
Stage Two used qualitative methods to capture information about the drink 
driving histories of Indigenous drink drivers in order to identify the psycho-social, 
cultural and contextual factors that contributed towards drink driving in Indigenous 
communities as well as factors which supported cessation of drink driving.  Findings from 
Stage Two are published (Fitts, M.S., Palk, G.R., Lennon, A.J., & Clough A.R. 
(2013).Why do Indigenous Australians drink and drive? A qualitative exploration of self-
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reported influences on drink driving behaviours of Indigenous Australians from remote 
communities. Proceedings of the Canadian Multidisciplinary Road Safety Conference 
Proceeding. Montreal, Canada.), and under review (Fitts, M.S., Palk, G.R., Lennon, A.J., 
& Clough A.R. Role models, risk management and alcohol restrictions: Attitudinal and 
contextual factors contributing to drink driving in Indigenous communities in Far North 
Queensland, Australia.  Accident Analysis and Prevention).  One manuscript has also 
been constructed for journal submission (Fitts, M.S., Palk, G.R., Lennon, A.J., & Clough 
A.R. Breaking the cycle:  Factors supporting Indigenous Australians to desist from drink 
driving). 
In Stage Three concepts from the Community Reinforcement Approach (Hunt & 
Azrin 1973), and the findings from the earlier stages were utilised to inform the 
development of the four session program, ‘Hero to Healing’.  The program was piloted in 
one regional and one remote community. The content had a focus on the impact of drink 
driving, family pressures, risk taking, pre-colonial Indigenous values, general alcohol 
problems and alcohol and cannabis education. This stage explored participants’ 
expectations, perceptions, feelings and experiences to determine short-term perceptions of 
the content and delivery.  Stage Three has been accepted for publication to the Health 
Promotion Journal of Australia as Fitts, M.S. & Palk, G.R. ‘Hero to Healing’ drink 
driving program for Indigenous communities in Far North Queensland.  
Chapter Eleven is a general discussion of the findings of the research program, 
including the practical, theoretical and methodological implications, and strengths and 
limitations of the research program.  Future research directions are also addressed.  
Chapter Twelve contains the comprehensive reference list.  Chapter Thirteen contains the 
appendices to the research program and the interview questions relevant to each stage of 
the research. 
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Aboriginal and Torres Strait Islander people in Queensland are involved, 
either as victims or offenders, in the criminal justice system in ever increasing and 
unacceptable numbers. This is one of the most serious social justice and human 
rights challenges facing the community right now and it is incumbent upon all of 
us to act before we lose another generation to the criminal justice system.   
 
(Mick Gooda, Aboriginal and Torres Strait Islander Social Justice Commissioner, 
Just Futures Policies 2012-2015)  
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2.1 Introductory comments 
Chapter Two provides a comprehensive overview of the literature relating to the 
program of research.  The opening section of the chapter will present a review of the risk 
factors associated with drink driving and, where relevant, other illegal driving behaviours.   
There is a variety of educational and therapeutic programs currently offered to 
drink drivers to address the behavioural aspects of these risk factors, with the aim being to 
reduce recidivism and/or improve other health and lifestyle behaviours.  Therefore, an 
examination of the programs offered to Indigenous people convicted of drink driving in 
Australian, New Zealand/Aotearoa, Canadian and United States jurisdictions based on 
theory, content, delivery and evaluation outcomes will follow below.   
The chapter concludes by summarising the gaps in the current literature in the area 
and sets out the first four research questions.  The fifth and final research question will be 
addressed in Chapter Three. 
2.2 Factors contributing to drink driving  
 Identifying risk factors for alcohol misuse is important because of the major role 
they play in the development and maintenance of drink driving.  Understanding the 
complexities of the risk factors also has implications regarding how drink driving is 
treated in programs (discussed in Section 2.4).   
Previous research has identified various factors that contribute to drink driving, 
allowing these to be summarised into four categories: personal, legal, cultural and 
environmental.  The majority of the drink driving literature has addressed the 
phenomenon in the general population rather than specific sub-populations.  Where 
studies have provided details, the involvement of Indigenous people in the studies 
reviewed below will be stated.   Due to the limitations within the existing drink driving 
literature related to Indigenous drivers, some of the literature referred to in the section 
below also relates to other illegal driving practices (unlicensed driving and joyriding) of 
Indigenous people.  
2.2.1 Risk factors pertaining to the general population  
Individual attributes such as demographic and personality characteristics and 
alcohol use fall under risk factors.  Other personal factors that have received research 
interest include level of education, income and age as well as attitudes and their 
formation. 
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Road safety research in motorised countries among the general population  has 
demonstrated that drink driving is predominantly committed by men, who most likely 
have not completed a high school education and are of lower socio-economic status 
(Morrison, Begg, & Langley, 2002; Vaez & Laflamme, 2005).  Prevalence of drink 
driving usually declines with increasing age (Chou et al., 2006).  Studies that include 
ethnicity have found this to be another characteristic significantly associated with drink 
driving. Chou and colleagues asked two questions when collecting information about self-
reported drink driving behaviour. In relation to drinking while driving, the researchers 
found Native Americans self-reported driving whilst drinking alcohol (p<0.01) more 
often than drivers of other ethnicities including Blacks, Asians or Hispanics (Chou et al., 
2006).  The Native American drink drivers differed compared to their race-ethnic 
subgroup counterparts, as there was no significant gender difference between Native 
American men and women on self-reporting drinking while driving.  However, when 
comparing the responses to driving after drinking, there was no difference observed 
between Native Americans and their White counterparts.  The study provides important 
information on Indigenous drink driving, however, the findings are based on self-reports 
and therefore it is likely to be an underestimation of drink driving behaviour.  The author 
acknowledged further refinement of the questions and access with various data systems to 
conduct data linkage would strengthen these findings. 
In Queensland similar findings prevail, with drink driving dominant among men, 
who have not completed high school, are aged between 30-35 years and are unemployed 
with an annual income of less than $20,000 (Leal, King, & Lewis, 2008).  The number of 
women being apprehended for drink driving in developed countries is increasing 
(Armstrong, Watling, Watson, & Davey, 2014).  Armstrong and colleagues (2014) found 
that the proportion of female drink drivers in Queensland climbed from 17.3% in 2000 to 
25% in 2011.  These findings may be more reflective of trends in ‘Major Cities’ in 
Australia where over half of the 248,173 drink driving apprehensions occurred.  Only 5% 
of apprehensions were from ‘Remote’ and ‘Very Remote’ regions.   
An unpublished report suggests that there is growing anecdotal evidence that the 
attributes of Indigenous drink drivers are similar to what is known about repeat offenders 
in the general population (Office of Road Safety, 2007); however, there is no formal 
evidence to support this claim.  Within the general drink driving literature, there is a large 
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volume of research dedicated to understanding the characteristics of repeat drink drivers 
as it is this group that contributes to a large proportion of road crashes.  A consistent 
finding with repeat drink driving offenders is that a greater proportion record high range 
BACs (Beirness, Mayhew, & Simpson, 1997; Leal et al., 2008) as well as high levels of 
self-reported alcohol misuse and dependence (Freeman & Watson, 2009) compared to 
first time convicted drink drivers.  Shaffer and colleagues (2007) found that 97.6% of 
drink drivers had a lifetime diagnosis of alcohol use disorder and 73.5% met the criteria 
in the previous twelve months.  While Shaffer and colleagues’ study included 1% of 
participants indicating Native American ethnicity there is no literature related to the 
alcohol use of Indigenous Australian drink drivers specifically.  More broadly, it has been 
well recognised the overall proportion of Indigenous Australians who drink alcohol 
(71%) is smaller than in the general population (82%) (Berry, Nearmy, & Harrison, 
2007).  However, consumption is more problematic amongst Indigenous people, with 
those who do drink tending to drink in larger and more harmful quantities (AIHW, 
2011b).  
 
According to criminological research, drink driving studies needs to go beyond 
exploring the alcohol use of drink drivers to explain recidivism (DeMichele, Lowe, & 
Payne, 2014).  In the Oklahoma, US, demographic data, criminal history and items on the 
Adult Substance Use Survey (ASUS) and Level of Service Inventory-Revised (LSI-R) 
were used to determine indicators related to chronic driving under the influence (DUI) 
arrests.  DUI in Oklahoma and other parts of the US differs to Australia where the law 
defines DUI as a crime with a BAC at or above a prescribed 0.08g/100ml for drivers 21 
years or older.  Drivers under 21 years of age are required to have a 0.00g/100ml. The 
nearly 3,500 individuals (15% Native American) in the study were serving a period of 
parole or probation for DUI in Oklahoma, United States.  Controlling for demographic 
difference, the results suggested that previous criminal history, prior arrest before age 16 
and general emotional volatility were associated with chronic DUI (DeMichele et al., 
2014).  Interestingly, elements which have previously been used to explain DUI 
recidivism, including substance abuse, social attachments and depression were not 
associated with increased arrests in this study.  DeMichele and colleagues (2014) 
concluded that chronic drunk driving involves complex social-psychological processes. 
Whilst these findings have important implications for the treatment of drink driving 
recidivism, the study was cross-sectional in nature, capturing information at one time 
 The development of the ‘Hero to Healing’ program     25 
 
 
 
point.  As the study is particularly interested in recidivism, capturing the same 
information at various time points in the criminal trajectories is needed to be able to make 
stronger links between the behaviour and the findings.  The study also relies on arrest data 
which can be fraught with limitations given that it relies on drivers being apprehended 
whilst driving intoxicated.  The applicability of the findings from this study and others 
from the US should also be borne in mind with reference to the methods used to enforce 
drink driving laws in Australia and the US.  Australia’s primary drink driving 
enforcement by police is to randomly select vehicles for breath testing.  Police do not 
have to determine if alcohol has been consumed prior to intercepting vehicles or 
requesting a breath test.  It is an offence to refuse to provide a sample of breath when 
requested.  This is contrary to the US’s enforcement, where patrol operations need a 
reason to suspect that the driver is intoxicated before requesting a breath and/or sobriety 
test. Sobriety checkpoints are another method used, however, requires police to detect 
drinking within a short time (30-60 seconds).   This difference is likely to affect the 
characteristics of the drivers apprehended and therefore who is going to be eligible in 
these types of studies. 
Principles underlying deterrence, such as perceived susceptibility to the risks and 
legal consequences of drink driving, have also been used to help explain engagement in 
drink driving (Dawes, 2002; Fernandes, Hatfield, & Job, 2010).  In Australia, Dawes 
(2002) conducted a two year research project that examined the motivations of 
Indigenous youth who stole cars for the purpose of joyriding.  Qualitative interviews were 
conducted with 30 young Indigenous people who had been involved in, and were detained 
for, joyriding offences.  Indigenous youth who drove cars at high speeds while under the 
influence of alcohol apparently gave little consideration to the inherent risks of these 
behaviours. From the narratives, it appeared to the researcher that youth held false 
feelings of invincibility when driving under the influence of substances and this led them 
to take driving risks they might not otherwise have participated in (Dawes, 2002).  
Participation in illegal driving practices was interpreted as a form of resistance by these 
youth to their social and economic marginalisation in a society characterised by high 
levels of unemployment and low rates of car ownership among them. The study 
concluded that a joyriding education program would need to resonate with the lived social 
and cultural experiences of young Indigenous people and be interactive with various 
forms of media and drama activities. 
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The attitudes that people hold towards drink driving by the time they reach 
adulthood have been shown to be influenced by a range of factors. Attitudes towards 
driving (including drink driving) begin to form well before the legal age to drive, and 
have been found to be influenced by exposure to others’ drink driving, including that of 
parents and peers during adolescence.  Such salient groups serve as role models through 
observational learning (Evans-Whipp, Plenty, Toumbourou, Olsson, Rowland, & 
Hemphill, 2013; Leadbeater, Foran, & Grove-White, 2008; Lahatte & Le Pape, 2008; 
Miller & Taubman-Ben-Ari, 2010; Rothe et al., 2005).  Rothe (2005) interviewed 65 First 
Nation drivers (18-29 years) to identify why younger people in First Nation communities 
are overrepresented in fatal road crashes. Drink driving was reportedly common practice 
among groups of friends who were also family members including cousins, nephews, 
nieces or other family members, and Rothe argued that this created a sense of 
acceptability among members of the group towards drink driving (Rothe, 2005).   
Attitudes and perceptions towards drink driving have also been found to be 
affected by geographical location (Rothe & Elgert, 2005; Sticher, 2005).  Rothe and 
Elgert (2005) conducted focus groups in Alberta, Canada to detail the complex 
circumstance and meanings that influence rural people’s driver behaviour.  Over half of 
the 82 participants spoke of determinism that road situations are outside of their control. 
Interpreted as religious, universal (fatalism) and humanistic determinism, from the 
narratives it appeared drivers do not make decisions to counteract these events, and 
therefore take no responsibility. The study recommends that road safety countermeasures 
need to address the beliefs about causality, responsibility and behaviour in rural areas.  
Similarly Sticher (2005) conducted focus groups with rural drivers in Far North 
Queensland and compared the behaviour patterns and attitudes with interview data 
obtained from drivers involved in a crash which resulted in hospitalisation.  Using the 
Stages of Change model to investigate, Sticher (2005) found rural drivers to be ‘pre-
contemplative’. The sample of drivers believed that they were more skilled drivers than 
others.  Many of the road users placed an emphasis on the external factors and the role 
they play in road crashes including road and weather conditions.  Internal locus of control 
were discussed, including complacency and attitudes, but were referred to typically 
towards other drivers.  Similar to the Rothe and Elgert (2005) study, the author 
recommends interventions should include techniques which raise motivation to enhance 
personal ownership of risks associated with causing crashes. 
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Other research investigating personal factors has examined the association of 
personality traits with drink driving. In Victoria, adolescents completed questionnaires 
examining whether they had ridden in a vehicle with a driver who had been drinking, as 
well as other demographic, individual, peer and family risk factors for drink driving.  The 
same group reported their own drink driving behaviour when they were of driving age 
(18-24 years). Sensation seeking was identified in adolescents (Evans-Whipp et al., 2013) 
who went on to engage in drink driving behaviour during adulthood.  Other traits, such as 
aggression and delinquency (Bingham, Elliott, & Shope, 2007), as well as impulsivity 
(Curran, Fuertes, Alfonso, & Hennessy, 2010), have also been linked with drink driving 
in adolescents and adults.  Clinical disorders, such as Antisocial Personality Disorder 
(ASPD) have been shown to have higher incidence in drink driver populations compared 
to non-drink drivers (Shaffer et al., 2007; C’de Baca, Lapham, Skipper, & Hunt, 2004;  
Lapham et al., 2001).3   
The above research indicates that it is clear that there are a range of personal risk 
factors which influence drink driving behaviour.  In addition, for Indigenous 
communities, personal factors such as attitudes can be regulated by cultural factors.  This 
is discussed below.  
2.2.2 Cultural factors 
The cultures of Indigenous Australians are believed to be among the oldest 
continuous cultures in the world.  Often, Indigenous culture is discussed in the context 
that culture is a homogenous entity.  However, at European settlement there were an 
estimated 500-700 tribal languages with their own dialect, history, territory and culture.  
With an evolved and sophisticated relationship of sustainability with the environment, 
Indigenous tribes comprised various legal, social and kinship structures and systems 
(Collard, 2000).  Indigenous people recorded history through music, song, story, dance, 
language and ceremony.  Being semi-nomadic, Indigenous people were relatively non-
materialistic, with greater emphasis placed on social and spiritual activities (Dudgeon et 
al., 2010).   Order and organisation were a feature in life in Indigenous societies, with set 
processes of punishment for resolving conflict (see Section 2.2.3). 
                                                             
3 ASPD, according to the Diagnostic and Statistical Manual of Mental Disorders, is a pervasive pattern of 
disregard for and violation of the risk to others and can be indicated by traits such as impulsivity, lack of 
remorse and reckless disregard for safety of self or others. 
 
 
 The development of the ‘Hero to Healing’ program     28 
 
 
 
A common feature of Indigenous cultures in Australia was the emphasis placed on 
kinship and the relationships within the families and other members of Indigenous 
communities.  Kinship was primarily important in defining social roles, and codes of 
behaviour for the relationships between kin, outlining their obligations and 
responsibilities towards each other.  Sense of self was viewed in a collective sense, 
intimately connected to aspects of spirituality, community, culture and ‘Country’ (Parker, 
2010).  Lore, the body of knowledge that defined the culture, was highly valued.  
Customary lore defined rules and consequences and there was order and organisation for 
resolving conflict.  Kinship groups were led by individuals or groups (Elders) who had 
gained leadership status based on social standing and accomplishment.  Elders regulated 
many aspects of communal life, such as rituals and traditional lore.  Kinship was not 
confined to blood relatives but extended to all members of a clan (Westen, Burton, & 
Kowalski, 2006) and contrasts with the emphasis placed on the nuclear family within 
non-Indigenous culture.  The difference in the lens that is used to interpret the world is 
described by Cook as the core difference between Indigenous and the general population 
“is a contrasting world-view and ontology. The essential element of this is the 
interactional (kinship, sharing)/transactional dichotomy” (Cook, 1994).  
 In society today, family relationships and kinship are strong and influential on 
aspects of the lives of most Indigenous people and continue to play a defining factor in 
social roles.  Kinship rules prescribe what must be done, and also what must not be done 
in relation to matters of marriage, food gathering, sharing of food and other goods, 
trading among communities and educational roles (Greer & Patel, 2000).  For Indigenous 
people the core value is relatedness and, produces a society where cooperation is valued.  
As suitable transport and the need to cover long distances can complicate travel in remote 
areas, cooperation is vital for meeting the needs of individuals and their kin.  It is 
unsurprising that travel generally is necessitated by these social roles.  However, kinship 
demands by senior family members to transport have been identified as conflicting with 
one’s legal ability to drive and therefore contributing to illegal driving practices in First 
Nation communities.  
In Alberta, Canada, Rothe and colleagues (2005) noted when alcohol is involved, 
cultural responsibility to transport others falls to younger members of the community.   
Rothe and colleagues (2005) conducted sharing circles with 13 First Nation drivers (18-
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29 years) in order to understand the underlying social and contextual influencing drink 
driving behaviour.  In conjunction with role modelling as mentioned above (Section 
2.2.1), parents were also found to play a role in young people’s introduction to illegal 
driving practices to uphold kinship responsibilities, whereby parents and grandparents 
force younger relations to drive illegally (i.e. drive without a licence) (Rothe et al., 2005).  
From the reader’s perception, it appears this situation exposes Indigenous youth to illegal 
driving practices prior to opportunities to access driving education.  It may also lead to an 
acceptance or level of normality for family members to pressure others to drive even if 
the behaviour is known to be unlawful.  Pressuring young people to engage in illegal 
driving practices sometimes provided other family members opportunities to continue 
drinking.  The authors suggest the underlying cause for drink driving is related to the use 
of alcohol among adults in the community.  Information obtained from the interviews 
established that alcohol was used by some individuals as a method of coping with a range 
of traumas.  According to the narratives, such events had led to the destruction of 
traditional forms of governance, identity and the breakdown of healthy relationships 
between individuals, family and community life.  The study findings are valuable as they 
highlight the difference between Indigenous and non-Indigenous drink drivers.  The study 
is based only in Alberta and therefore the findings may not be generalisable to other First 
Nation communities or Indigenous populations outside of Canada.  This study provides 
the foundation for further work to be conducted.   
In Australia, other researchers have found similar relationships between illegal 
driving practices and kinship obligations.  In the Northern Territory, Indigenous young 
people who drive unlawfully speak of pressure from Elders to be driven to the health 
clinic, shops and cultural and family occasions (including funerals) (Anthony & Blagg, 
2012).  In remote communities where there are few transport alternatives (i.e. public 
transport) young people may be regarded as fulfilling essential, if illegal, roles as drivers.  
For such young people, driving as part of meeting cultural obligations, or where there was 
a special relationship with the passenger, was described as non-negotiable, whether the 
young person was licenced or not (Anthony & Blagg, 2012).  To the reader, it appears 
from these studies that the decisions to drive illegally are conducted through a collective 
process that possibly negates individual decision making and perceptions about risk.  
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There are several countermeasures imposed by the criminal justice system to 
attempt modify drink driving behaviour. Examination of the literature pertaining to legal 
sanctions received by Indigenous drink drivers is discussed below. 
2.2.3 Legal sanctions  
 The principles of deterrence have traditionally been used as the foundation for 
road offence behaviours including enforcement (road-side breath test) and related 
sanctions (e.g., demit points, monetary fines, loss of licence and imprisonment).   The 
traditional form of deterrence theory found in driver behaviour and broader 
criminological literature is based on the Classical Deterrence Doctrine (Gibbs, 1975).  It 
postulates that individuals will avoid offending behaviour(s) if they fear the perceived 
consequences of being apprehended for the act (Homel, 1988).  This perception of threat 
is determined by a combination of the perceived risk of being apprehended and the 
perceived certainty, severity and swiftness of punishments associated with apprehension 
(Vingilis, 1990).    
There is compelling evidence that the most severe penalty, imprisonment, is 
expensive and counterproductive for Indigenous people.  Some authors share the view 
that, with one in every five Indigenous Australians having at some stage lost a parent to 
prison (Quilty, 2005), contact with the criminal justice system has probably lost much of 
its deterrent effect for Indigenous people (Weatherburn, 2014).   
In combination with this, there is a notion that imprisonment serves as an initiation 
process, or ‘rite of passage’, for young males in some Indigenous communities (Office of 
Road Safety, 2007; Weatherburn, 2014).  This concept has been discussed over the last 
few decades, with David Biles describing the use of imprisonment as a substitute 
manhood ceremony in the 1980s (Biles, 1983).  Ogilvie and Van Zyl (2001), who 
conducted interviews with Indigenous adolescents and juveniles imprisoned in the 
Northern Territory, argue that imprisonment and the related offences may serve some 
functions related to ‘rite of passage’; however, it may be one phase in criminal 
trajectories which need to be observed within the appropriate social context.  For 
example, one Indigenous youth considered his actions of stealing a vehicle as an 
adventure, allowing for a demonstration of skill and a break from routine (Ogilvie & Van 
Zyl, 2001).  The authors of this study concluded that criminal convictions are of little 
consequence when youth and young people are marginalised in their social and economic 
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opportunities.  For older Indigenous people, the attractions of free accommodation and 
food, health care, relative safety from violence and regular social contact with relatives 
and friends sometimes far outweighs the negative aspects of incarceration (Weatherburn, 
2014).   
Other deterrence-based sanctions for drink driving, including loss of licence, can 
often lead to Indigenous drivers being apprehended for driving on a suspended or 
cancelled licence (ATSB, 2006a; RTA, 2008).  Research findings suggest that regardless 
of whether they have a valid licence or not, Indigenous people living in outer regional and 
remote communities drive of necessity as there are no other forms of transport other than 
private vehicle (ATSB, 2006a; RTA, 2008).  Low licensure is prevalent within 
Indigenous communities due to a range of geographical and person-related barriers (more 
about barriers for Indigenous people obtaining a driving licence can be found in 
Edmonston et al., 2003; RTA, 2008).  For example, in New South Wales Indigenous 
people represented only 0.4% of all driver licence holders while making up 1.9% of the 
eligible driver population (NSW Audit Office, 2013).  Consideration of the social and 
economic factors together may help to explain why deterrence-based sanctions are 
ineffective for Indigenous people engaging in drink driving. 
It has been suggested deterrence theory cannot adequately explain why sanctions 
appear to promote further offences in some contexts (Sherman, 1993). Psychologists and 
criminologists have looked beyond punishment theories for a greater understanding of the 
link between sanctions and criminal activity.  One theoretical change has been the 
consideration of the process of defiance, whereby feelings of injustice arise from the 
application of penalties that are perceived as unfair, which in turn promote further 
offending behaviours (Sherman, 1993).  Homel (1988) suggests that perceptions of 
fairness also have a role to play in the efficacy of sanctions.  There are two aspects to this 
notion: (a) a justice aspect whereby the individual believes that the penalty received fits 
the crime, and, (b) equality of treatment, whereby the individual believes he or she was 
treated fairly compared to others in the same position.  Although not specifically linked to 
further offending, the findings from a study into driving offences in Northern Territory 
Indigenous communities demonstrate part (a) of Homel’s perception of fairness.  Anthony 
and Blagg (2012) were interested in examining the incidence of Indigenous driving 
offences in the Northern Territory and assessing the effectiveness of law enforcement in 
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addressing this crime.  From qualitative interviews with Indigenous drivers who had been 
disqualified from driving, the authors identified that drivers did not understand why 
driving while disqualified was such a grievous offence and attracted a lengthy period of 
licence disqualification (Anthony & Blagg, 2012).  For the reader, identification of this 
attitude may help to explain why the recidivism rate for drink driving is higher for 
Indigenous people compared to the general population. 
The legal penalties for drink driving and their endorsement in the Australian court 
system differ immensely from the values and processes followed under customary law in 
Indigenous society.  Elders of the society develop and maintain a culture which has set 
practices for resolving conflict, with punishment for wrongdoing conducted swiftly 
(Parker, 2010).  Punishment can take a wide variety of forms, depending on factors such 
as the seriousness of the offence.  Traditionally the punishment may have included 
shaming and public ridicule, threat of supernatural punishment, sorcery (magic), 
banishment (eviction) or spearing (ALRC, 1986).  The process of punishment served the 
dual purpose of re-establishing balance between the offender and the wronged, and 
allowing the offender an internal sense of having made amends (Garvey, 2007).  Today, 
the more severe forms of punishment in some communities have been modified in 
response to those penalties not being recognised by Australian law.  In comparison, the 
Australian court system is inherited from Britain; therefore, it is based on European-
Western cultural and legal traditions.  Structural and linguistic differences, including the 
complex language of the law and court processes, communication processes used by 
judges and other court personnel and cultural differences, can make it difficult for 
Indigenous people to navigate the system or to implicitly identify with the sentencing 
process. 
With this in mind, Indigenous-sentencing court models were introduced in 
Australia to provide Indigenous offenders with a more culturally-appropriate criminal 
justice process (Morgan & Louis, 2010).  The courts, originating from the Canadian 
system, are based on the restorative model of justice (LaPrairie, 1995) and operate in 
accordance with therapeutic jurisprudence (Edney & Bagaric, 2007; Marchetti & Daly, 
2007).  The intention of this court model is to re-establish the community’s involvement 
in the processes of sentencing Indigenous offenders, with the overall aim of assisting 
Indigenous people to develop greater trust in legal processes and the court system 
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(Marchetti & Daly, 2007).  Indigenous sentencing courts introduce Indigenous cultural 
practices, such as shaming, through the involvement of Indigenous Elders and respected 
persons in the sentencing process (CIRCA, 2008).  The courts are not used as a 
diversionary system with Indigenous sentencing courts using the existing principles of the 
Australian criminal justice system when sentencing Indigenous people (CIRCA, 2008). 
The operations of the courts foster a greater level of communication between Elders, the 
offender, their support persons and Magistrates, place greater importance on Indigenous 
knowledge and cultural practices, and attempt to enforce more appropriate and effective 
sentences for Indigenous offenders (Marchetti & Daly, 2007).  Operation of the courts 
occurs under different names in each state and territory and there are jurisdictional 
differences in the way that they operate (Marchetti & Daly, 2007).  Queensland-specific 
Murri courts operated from 2006 until the end of 2012 when they were disbanded due to 
changes in government policy.  They continue to operate in other states including Victoria 
and New South Wales.  Indigenous people with driving-related offences (including drink 
driving) have appeared before the restorative courts (Morgan & Louis, 2010). 
There have been mixed findings in relation to the efficacy of circle sentencing 
courts (Fitzgerald, 2008).  Generally, the courts have had success in various areas 
including improving the way that Indigenous justice issues are dealt with and in 
delivering a range of benefits to those directly involved in the process of sentencing 
(Morgan & Louis, 2010).  In terms of the ability of these courts to reduce recidivism 
generally, evaluations in Queensland and New South Wales provide little evidence of 
change in the seriousness of offending or the frequency of offending in the period before 
the reference court episode (Morgan & Louis, 2010).  Concerns have also been raised 
about the veracity of evaluations such as those discussed by Potas and colleagues (Potas, 
Smart, Brignall, Thomas, & Lawrie, 2003), where the method relied on reviewing small 
numbers of cases and did not have control groups. This limits the ability to produce 
meaningful conclusions about the long-term benefits of the courts (Fitzgerald, 2008).  
Some reviews note the success of the model in improving Indigenous offenders’ access to 
rehabilitation services and treatments (Morgan & Louis, 2010).  However, Morgan and 
Louis (2010) concluded that in order for a collaborative partnership of circle sentencing 
and related treatment to be effective, improvements in the ability of services and 
treatments that cater for Indigenous offenders and their identified needs were needed. 
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In summary, the judicial system aims to discourage individuals from drink driving 
through deterrence measures which are based on social and psychological objectives as 
discussed above.  In light of the differences between the traditional methods of 
punishment within Indigenous society and the Australian court system, Indigenous 
sentencing courts are established to improve the community’s involvement in the 
processes of sentencing Indigenous offenders.  Generally there has been little significant 
difference between individuals exposed to the sentencing process in Indigenous and 
Australians courts.  What is clear is that programs and services that provide referral 
opportunities at sentencing need to provide a demonstrable and direct connection between 
the offence, its risks and harms and the intended learnings for individuals from the 
penalty.    
2.2.4 Contextual factors 
Some studies conducted in rural areas have found serious risk factors such as 
drink driving are not regarded as being as high a priority by the community leaders as 
they may need to be. Cercarelli, Ryan, Knuiman, and Donovan (2000) interviewed 13 
Indigenous chairpersons in remote Indigenous communities in northern Western Australia 
about their perceptions of the most frequent road safety problems in their area.  External 
risk factors (i.e. road conditions) were identified as the most serious of the road safety 
problems, with only three of the 13 chairpersons specifically referring to alcohol and 
driving during their interviews.  Moreover, it seems that opinions were equally divided as 
to whether drinking and driving caused crashes in their communities.  An example of 
roads in remote Australia is shown in Figure 2.1.    
Legislative management of alcohol may be another factor contributing to drink 
driving (Anthony and Blagg, 2012).  Alcohol management, used for decades in 
Indigenous communities both in Australia and internationally (Chikritzhs, Stockwell, & 
Pascal, 2005; Kinnane, Farringdon, Henderson‐Yates, Parker, 2009),  is based on the 
concept that societal alcohol-related harm is closely associated with the degree of alcohol 
access, referred to as Availability Theory (Single, 1998).  There are three parts to the 
theory: 
1. the greater the availability of alcohol in a society the higher the average 
consumption among its population;  
2. the higher the average consumption of the population then the greater the 
proportion of excessive drinkers; and  
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3. the greater the proportion of excessive drinkers in a population the greater the 
extent of adverse health and social problems stemming from alcohol use.  
Evaluations have been conducted on alcohol management strategies implemented in the 
Northern Territory, Western Australia and Queensland (Anthony and Blagg, 2012; 
Chikritzhs  et al., 2005; FaHCSIA, 2011; Kinnane et al., 2009; Margolis et al. 2008; 
Senior et al., 2009) as well as in Alaskan native villages (Wood & Grunewald, 2006).   
 
 
Figure 2.1. Photograph of typical unsealed, unguttered roads in Cape York, 
Queensland 
 
Anthony and Blagg (2012) conducted a study examining the incidence of 
Indigenous driving offending in the Northern Territory.  The study was conducted in the 
context of National Emergency Response towards child abuse, where there were 
considerable resources allocated to the task of mainstream forms of policing and 
governance.  The report findings are based on quantitative (Northern Territory Police and 
correctional services data; court lists) and qualitative data (interviews and focus groups 
with people living and working in Indigenous communities).  Between mid-2006, when 
the first Federal Police were deployed, and 2010, the rate of driving criminalisation 
increased by 250 percent in the Northern Territory.  The report noted the sharp increase in 
criminalisation of drivers over that period was not matched with a reduction in 
recidivism, road fatalities or injuries.  
For a second high range drink driving conviction or failing to provide a sample of 
breath or blood for an alcohol analysis will automatically result in a five-year 
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disqualification (Anthony & Blagg, 2012). Lawyers regarded this as overly punitive and 
reported this can result in many Indigenous people will be apprehended for driving 
disqualified as  they will go without driving for what they regard as a very long time 
(such as a number of years) and then they feel that the time must have passed when the 
disqualification is still in place.  The study reported service providers working in the 
study communities with alcohol restrictions recalled that more Indigenous residents were 
travelling by car in order to access alcohol, often covering hundreds of kilometres to do 
so.  The report goes on to speculate that the change in drinking location may have led to 
an increase in drink driving among Indigenous residents living in communities with 
limited alcohol availability.  The authors recommend sentencing legislation and decisions 
needs to prioritise diversion into driver training and drink driver education. As there is a 
strong focus on unlicensed driving, there is not an in-depth description from Indigenous 
residents regarding their own experiences of drink driving in the context of alcohol 
management.   
In Tennant Creek, the Julalikari Council Aboriginal Corporation and Anyinginyi 
Aboriginal Congress started a campaign to address the harm of alcohol use in the 
community.  Following a successful trial of increased restrictions on availability, 
amendments were made on the conditions on licences of Tennant Creek hotels and 
takeaway outlets including restrictions on the amount of alcohol sold to clientele.  Many 
of the restrictions (including no takeaways; restricted hours for lounge bars) were 
specifically in effect on Thursdays only as this was the day of the week when most 
society security and CDEP wages were paid.  To evaluate the restrictions admission data 
from a range of services was accessed (Police, hospital, women’s refuge, sobering up 
shelter) and comparisons were conducted between the 24 months of restrictions and the 
12 months prior to their introduction (Gray et al., 2000).  To augment the service-related 
data, surveys (n= 271; 10% of the population) were also conducted with local residents to 
ascertain towards the restrictions.  There was a reduction (19.4%) in the annual per capita 
consumption of pure alcohol among persons aged 15 years and above.  This was 
accompanied by reduction in the number of hospital admissions for acute alcohol-related 
diagnostic related groups and individuals taken into police custody reported on 
Thursdays, when most restrictions were in effect.  For the number of women’s refuge 
admissions, there was declines in the number of admissions at different times and 
independent of the restrictions, making it difficult to determine to draw conclusions. The 
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majority of survey participants were in favour of retaining or strengthening the existing 
restrictions including extending the tighter Thursday-related restrictions to licensed 
premises within a 50 kilometre radius from Tennant Creek. The authors concluded the 
restrictions were effective in reducing a range of alcohol-related harms, however, make 
the point that supply restrictions do not provide a simple answer, rather are an effective 
part of a multi-pronged approach that also needs to address demand  to deal with 
excessive alcohol use (Gray et al., 2000). 
Chikritzhs and colleagues (2005) conducted an analysis of the Northern 
Territory’s ‘Living with alcohol’ program.  The program was introduced in the early 
1990s and contained multiple strategies including education, increased controls on 
alcohol availability and expanded treatment and rehabilitation services.   The program 
was initially funded by the imposition of a small levy on all alcoholic drinks sold in the 
Northern Territory containing 3% alcohol by volume or greater (d’Abbs, 2004).  The levy 
was in place until 1997, when a High Court ruling removed the levy.  This resulted in a 
return to the real price of alcoholic beverages.   The initiatives that formed the program 
continued until 2002. Retrospective death data (1985-2002) was used to evaluate the 
impact of the program and the related levy.    The analyses took into account the 
implementation of the cask wine levy and the implementation of 0.05mg/100ml 
legislation for driving (from 0.08mg/ml). The evaluation confirmed the results of the 
earlier Stockwell and colleagues (2001) evaluation, suggesting that the program of 
treatment strategies resulted in a significant reduction in alcohol-attributable deaths and 
financial cost savings in the Northern Territory.   There was an immediate reduction in 
acute alcohol-attributable deaths associated with the combination of the program and 
levy.  During the five years (1992-1997) the program and levy were implemented there 
was a decline in acute alcohol-attributable deaths for both Indigenous and non-Indigenous 
persons.   Using time series trends, there was no trends of a short-term effect on chronic 
alcohol-attributable deaths related to the combination of the program and levy for either 
Indigenous or non-Indigenous persons.  With the removal of the levy, the suite of 
measures under the program had a significant impact on the chronic alcohol-attributable 
deaths for non-Indigenous residents but not for Indigenous residents.    The results of this 
study suggest in combination, alcohol taxes combined with residential and other 
treatments can assist to reduce alcohol related harms for Indigenous and non-Indigenous 
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residents.   The authors note the importance of an alcohol-related tax to support programs 
and services that assist to reduce alcohol-related harms including road injury.  
Alice Springs region has had a variety of alcohol management strategies 
implemented over the last several decades.  Senior and colleagues (2009) conducted an 
evaluation of the Alice Springs Alcohol Management Plan developed by the Chief 
Minster’s Alcohol Taskforce and implemented in October 2006.  The restrictions were in 
response to the high levels of alcohol consumption and related harm among both 
Indigenous and non-Indigenous residents.   The Menzies School of Health Research were 
commissioned to conduct the evaluation in 2008.   A range of supply, demand and harm 
restrictions were implemented. Some of these included: i) undertake targeted enforcement 
activities that focus on alcohol trouble spots; ii)  provide small grants for local actions 
that address the impact of alcohol misuse and abuse, and, iii) expand sobering up services 
to include assisting people into rehabilitation.   A process evaluation was conducted as 
only some aspects of the management plans had been introduced and was informed by a 
range of data sets including: i) key informant interviews; ii) attendance and observation of 
relevant meetings, and, iii) description of service involved in alcohol misuse.  The 
findings suggest the restrictions were unpopular and that further efforts to address alcohol 
misuse in this manner are unlikely to receive community support.  With this in mind, the 
author make two recommendations, that current alcohol restrictions be maintained in their 
current form, and, extensive community consultation, education, social marketing be 
conducted before implementing any stronger measures.   There are some concerns 
regarding the methodology and analysis of the findings the report is based on (see 
MacKeith et al., 2009 for more information).  
D’Abbs and Togni (2000) compared the effectiveness of various types of 
community-based initiatives involving restrictions on alcohol availability in remote and 
regional locations within Western Australia and the Northern Territory.  The indicators 
compared in the evaluation include effect on alcohol consumption, alcohol-related harm 
relating to public order, health and wellbeing and economic activities.  Indicators of 
alcohol-related harm and consumption were considered to be modestly affected by 
alcohol restrictions including drunkenness, interpersonal violence and property damage.  
The authors concluded the restrictions on how available alcohol is can reduce alcohol-
related harm.  Moreover, the study noted the importance of implementing alcohol 
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restrictions with community involvement and support.  However, there is no mention of 
drink driving within the comparison. 
Kinnane and colleagues (2009) conducted a 12-month evaluation of the liquor 
restrictions on the sale of take-away alcohol in Fitzroy Crossing implemented by the 
Director of Liquor Licensing (Kinnane et al., 2009).  Interviews and public meetings were 
conducted with community members, service providers and businesses in Fitzroy 
Crossing as well as the townships in the region (Derby, Broome and Halls Creek) to 
capture perceptions of the impacts of the liquor restrictions.  The evaluation team also had 
access to data from a range of services (Police, hospital) and businesses.  Broadly, the 
restrictions had not stopped domestic violence or alcohol misuse, and neglect of children.  
Rather, there was an increase (23%) in reported domestic violence in the 12 months post-
restriction.  However based on Police reports and hospital data, the restricted access to 
takeaway alcohol had led to a reduction in the severity of injuries sustained by domestic 
violence and through public violence.  Environmental benefits included less street 
drinking, a reduction in noise and less litter.  Similar to other evaluations of alcohol 
restrictions, increased movement of community residents impacted by the restrictions to 
townships to obtain alcohol was reported by participants.   Specific to drink driving, 
Kinnane and colleagues (2009) described a decline in drink driving charges since the 
restrictions in Fitzroy Crossing which is contrary to the drink driving-related findings 
reported by Anthony and Blagg (2012).  The reduction in drink driving is in light of the 
Police having completed a greater number of traffic control and random breath testing. 
The authors note gaps in front-line services managing cultural health, mental health and 
community safety (policing).  
In the Queensland setting, alcohol management plans were first implemented by 
the State Government across 2002 and 2003 (Clough et al., 2014) in response to the Cape 
York Justice Study (Fitzgerald, 2001) into alcohol, substance abuse and violence in 
Indigenous communities.  Legislative management of alcohol was introduced as part of a 
three-tiered approach: supply, demand and harm reduction strategies.  Since their 
implementation, supply-reduction has been the most enforced strategy of the three.  Local 
community justice groups (statutory bodies consisting of Indigenous Elders and others), 
in partnership with government agencies, decided on the nature and timing of alcohol 
restrictions. The Queensland government regulated the legal availability of alcohol for 
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sale and established individual possession limits in specific remote Indigenous 
communities. A government review of the supply restrictions identified a decline in 
hospital admissions for assault.  Based on these findings, a second, tighter-wave of supply 
restrictions were implemented at the end of 2008.  This included implementing total 
prohibition in some communities.   Margolis and colleagues conducted two ecological 
studies using the database of the Royal Flying Doctor Service (RFDS) to calculate trauma 
retrieval rates.  The first study reviewed eight years prior to and two years after the AMP 
in four remote communities covering a period from 1995 to 2005 (Margolis, Ypinazar, & 
Muller, 2008), the second covered 1996 to 2010 (Margolis, Ypinazar, Muller, & Clough, 
2011).  The authors justified using the aeromedical retrieval as a marker for evidence of 
excessive alcohol consumption, while acknowledging that not all serious injuries occur in 
Indigenous communities due to alcohol.   There were a total of 798 retrievals during the 
observed period.  Rates of retrievals declined by over 50% in the two years after the SRS 
was introduced in four remote communities (Margolis et al., 2008).  Rates appeared to 
rise again two years later in 2004 after the initial drop in 2002-2003.  With the further 
supply control strategies implemented at the end of 2008 reinforced, a similar overall 
downward trend in RFDS emergency retrievals to the initial decline in 2003 (Margolis et 
al., 2011).  Overall, serious-injury retrieval rates dropped from 30 per cent 1000 in 2008 
to 14 per cent in 2010.  The absolute and proportional rates of serious-injury retrievals are 
now at their lowest recorded level in 15 years.  
Internationally, Wood and Grunewald (2006) were interested in the effects of 
alcohol prohibition and police presence upon serious injury in isolated native villages in 
Alaska.  The study compared rates of injury attributed to assault, self-harm, motor vehicle 
collisions and ‘other causes’ between villages with or without local prohibition and 
between villages with or without local police using data from the Alaska Trauma 
Registry, Alaska Vital Statistics death records and village-level statistics.  Villages that 
prohibited alcohol had lower age-adjusted rates of serious injury resulting from assault 
and motor vehicle crashes.  ‘Dry’ villages with a local police presence also had lower 
age-adjusted rates of serious injury by assault.  The findings indicate that policies 
consistent with availability theory may reduce alcohol-related injuries.  However, the 
study doesn’t provide evidence of what mechanisms are responsible for the trends, nor 
does the study provide evidence alcohol use has changed among drinkers who consume 
alcohol excessively, a key underpinning of the availability theory.  The authors concluded 
the residents of villages are safe when they prohibit alcohol.  
 The development of the ‘Hero to Healing’ program     41 
 
 
 
 
 
Figure 2.2. Photograph of roadside sign related to alcohol-carriage limit 
Among the inferences made towards the effect of alcohol control on injuries, 
drink driving has been identified peripherally as an issue in remote communities where 
strict alcohol management applies.  Moreover, issues about shifts in residency of local 
people to regional centres and scattered licensees within the regional area as well as 
changes in drinking location have been mentioned.  Much of the information related to 
alcohol control and drink driving is anecdotal evidence and not related to the Queensland 
context.  Studies are needed with community drivers to specifically describe what effect 
alcohol control has had on road behaviour and the types of risks taken to access alcohol.   
It is worth noting a comprehensive, independent evaluation of the Queensland alcohol 
management plans is currently being conducted (Clough et al., 2014).     
In summary, psychological and criminological research has identified a complex 
array of personal, cultural, legal and contextual factors that influence drink driving in the 
general community.  Of the small number of studies investigating illegal driving among 
Indigenous people in Australia and Canada, unique factors including cultural pressure 
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were found to be a predominant factor in leading people from remote communities to 
drive illegally.   While these studies provide initial evidence there are differences between 
the mechanisms that contribute to illegal driving practices among Indigenous and non-
Indigenous drivers, there are no studies in Australia which have specifically investigated 
drink driving in regional and remote Indigenous communities. Furthermore, it cannot be 
determined at present if other contextual and personal factors contributing to drink 
driving in the general population are the same for Indigenous drivers. Given the high 
contact Indigenous Australians have with the criminal justice system for driving-related 
matters, it is imperative novel treatment options are designed for Indigenous Australians.   
In conjunction with legal sanctions, drink driving programs have been developed 
to try to reduce the likelihood of individuals convicted of drink driving re-offending.  The 
next section of the chapter provides a synopsis of drink driving programs for Indigenous 
people in Australia. 
 
2.3   Existing drink driving programs for Indigenous people 
2.3.1 Drink driving programs for Indigenous people in Australia 
Currently in Australia, there is no national approach to managing drink driving 
offenders, with each state instead having its own specific programs and legislation (Palk, 
Sheehan, & Davey, 2004).  The following section will outline the Australian-based 
programs by content, delivery and published evaluations.  See Tables 2.1 and 2.2 also for 
this information.  
2.3.1.1 Queensland: Under the Limit Drink Driving Rehabilitation Program  
One of only a few programs that are delivered through Queensland legislative 
provision, Under the Limit drink driving rehabilitation program (UTL) was developed by 
Professor Mary Sheehan and her colleagues in the early 1990s.  The program was initially 
trialled in regional Queensland with expansion across the state in 1998.  Since that time 
the program has been delivered mainly through the TAFE system and probation offices, 
with program administration conducted by the Centre for Accident Research and Road 
Safety – Queensland (CARRS-Q).  Completion of the program combines the punitive 
sanction of probation supervision with program fees ($750.00) in lieu of a financial 
penalty for the drink driving offence.  The program was offered via distance education to 
increase accessibility to remote locations.  However, this option is no longer offered 
largely because the take up rate was low and program costly to operate.  Revision of the 
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distance education mode content and delivery is currently being considered.  As of 2009, 
8,500 participants had been referred to the program (Australian Institute of Criminology, 
2009).  
The first version of the program was based on a large project conducted in rural 
Queensland and was particularly concerned with content, relevancy and education 
process issues.  The program, informed by the Stages of Change model (Prochaska & 
DiClemente, 1983), aims to encourage participants to separate drinking behaviour from 
their driving.  For more information regarding the Stages of Change model, refer to 
Section 3.2.  The features of the program were based on research at the time that 
suggested that offenders had very high levels of resistance to recognising or changing 
their drinking behaviours (Sheehan et al., 1995).   
Revision of the program occurred in 2006 in response to a growing volume of 
literature which identified that drink drivers do recognise the role of dysfunctional 
drinking behaviour in drink driving and regard management of drinking behaviour as a 
high priority.  The program now comprises 11 ninety-minute sessions.  The second 
edition maintains an explicit focus on separating drinking and driving behaviour, 
however, it also includes components that draw on the most recent alcohol treatment 
literature (Sheehan, Fitts, Wilson, & Schramm, 2012).  In particular it includes sessions 
that aim to increase motivation to reduce drinking, using the AUDIT (Saunders, Aasland, 
Babor, de la Fuente, & Grant, 1993) as a personal screening tool.  Components covered in 
the program include consequences of drink driving; standard drink and BAC, strategies to 
avoid high risk situations, and including a diary process to monitor alcohol consumption 
levels, along with peer group processes to elicit behavioural change (Palk, Sheehan, & 
Schonfeld, 2006).    
An evaluation of the first version of the program was completed by Siskind (2000, 
as cited in Palk et al., 2004), with a sample of 889 participants in the intervention group 
and 807 in the control group.  Of the 889 participants who opted to undertake the UTL 
program, 85.2% successfully completed the program.  Participants who failed to complete 
the program were more likely to have had a previous drink driving offence and a history 
of having served a term of imprisonment compared to both controls and successful 
program completers.  Successful completers had an overall reduction in the re-offence 
rate of about 15% compared with controls, while unsuccessful completers had a re-
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offence rate estimated at 85% higher than controls.  However, first time convicted drink 
drivers with BACs lower than 0.15g/100ml had much the same re-offence rates as similar 
controls, indicating that the program had no appreciable effect on reducing recidivism for 
this group.  The impact of completing the program was examined more closely among 
participants with a high range conviction (0.15g/100ml or greater).  Participants in the 
most serious category, those with both prior drink driving offences and high range BAC 
showed a 55% reduction in recidivism rate compared to controls.  Moreover, participants 
with a high BAC for the index offence, irrespective of prior offences, showed a 36% 
reduction in recidivism compared to controls. 
An outcome evaluation of the first version of the program was completed by 
Ferguson, Schonfeld, Sheehan, and Siskind (2001) with 62 program participants and a 
control group of 63 participants.  Face to face interviews asked participants about their 
perceptions in relation to potential risk factors for drink driving relapse including socio-
demographic characteristics, mental health status, social support, self-esteem, knowledge, 
attitudes and driving behaviours, and alcohol use.  The authors of the study suggested that 
over time, the program appeared to alter participants’ intentions to change their driving 
behaviours in order to avoid a future drink driving offence, with a subsequent decrease in 
self-reported drink driving being found among the UTL group relative to the control 
group.  No differences were found between the UTL and the control group in scores on 
the Mental Health Inventory (Vaux, 1988) and Social Support Appraisals (Vaux et al., 
1986).  This suggests the UTL program had little effect on the attitudes of individuals 
exposed to the program.  The authors suggest there was no significant positive impact on 
the level of mental health and social support experienced by participants as the majority 
of the sample comprised first time convicted drivers, and therefore may already have high 
levels.  There was also little difference in self-report of alcohol use between the UTL and 
the control group at follow-up.  However, UTL participants had significantly decreased 
their reported level of drink driving to below that of the control group.  The authors 
concluded the program had positive impact in reducing recidivism among repeat or high-
risk offenders but had little positive effect on first time convicted participants.  To the 
reader it appears the UTL program provided repeat offenders with the skills to make 
alternative transport options.  However, the program appears to elicit no significant 
change to their drinking habits.   
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Effectiveness of UTL distance education mode of the program on participants in 
rural and remote localities has also been examined (Freeman et al., 2006).  Fifty-one 
participants voluntarily completed a questionnaire to collect information on attitudes 
toward drink driving and driving behaviours.   Analysis of self-reported intention to re-
offend after program completion found that around one quarter of those undertaking the 
program considered it possible that they would drink and drive again in the future.  The 
authors concluded drink driving may be an entrenched behaviour for some individuals, 
thereby limiting the ability for new skills and knowledge to separate further re-offending 
behaviour.  On this basis, the authors recommend further research may benefit from 
examining the environmental and situational factors facilitating the behaviour of drink 
driving in more isolated communities (Freeman et al., 2006).  It is worth noting that this 
program involved a small sample and therefore may not be able to be generalised to the 
broader drink driver population.   
A survey conducted with a small (n=30) sample to evaluate the second version of 
the UTL program found that participant attendance at the program had led to reductions 
in both their self-reported drinking and their drink driving (Sheehan et al., 2012).  The 
majority of survey participants reported decreasing their consumption, having more 
alcohol-free days and demonstrated high knowledge of the effects of alcohol on the body.  
Again, the sample recruited was small and the authors recommended further research to 
demonstrate more meaningful benefits of the second version of the program. The UTL 
program is currently being updated and revised so that it is informed by the Health Action 
Process Approach (HAPA) and includes a focus on offender self-efficacy and 
motivational issues as well as improving the content and delivery aspects.     
2.3.1.2 Western Australia: Indigenous drink driving and licensing kit 
As part of the development of the Repeat Drink Driving Strategy in 2006, The 
Office of Road Safety, Western Australia established the Indigenous Drink Driving and 
Licensing Project.  This Strategy included development of an educational licensing and 
drink driving kit at the end of 2011, with materials that specifically targeted Indigenous 
people of all ages.  The program is designed to be delivered by people working in 
regional Indigenous communities (Dalla-Costa, 2011). The materials kit for the program 
includes an educational booklet for trainers/facilitators as well as materials for 
participants including board games, discussion cards, a streetscape mat with model cars, 
and an interactive CD containing practice learner’s permit theory tests.  Materials are 
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generally aimed at participants with low literacy levels and the CD allows participants to 
listen to an audio version of the test questions as well as a questionnaire to help them 
prepare for the learner application process.  Other educational material explores the issues 
surrounding drink driving and alternatives to drinking.  Currently there are no available 
evaluations of the kit. 
2.3.1.3 New South Wales: Sober Driver Program  
The Sober Driver Program (SDP) was developed in 2002, and targets adult drink 
drivers with two or more offences within a five year period (Mills et al., 2008).  The 
program comprises educational components and elements of group cognitive-behavioural 
therapy and is aimed at reducing recidivism by separating drinking from driving as 
opposed to addressing alcohol abuse (Mazurski et al., 2011).  Managed and delivered by 
Corrective Services NSW, the program is delivered in conjunction with sanctions 
imposed by the court (e.g., bonds and/or licence disqualification).  Similarly to the UTL 
program, participants are referred by the court as a condition of a probation order.  There 
are two delivery modes: the standard and the condensed version.   The standard version 
consists of nine weekly sessions which are two hours in duration each; and the condensed 
version consists of three weekly six hour sessions.  The intensive version was developed 
to reduce the transport burden for rural participants of attending a nine week program as 
well as to address small participant numbers in the weekly version.  
In 2006 Mills and colleagues (2008) completed a formal evaluation of the 
program comparing outcomes for program participants with a community control group 
of convicted drink drivers who received legal sanctions alone.  Multi-method surveys 
with program participants were conducted before, immediately after and four months 
after the program.  Outcome measures included recidivism over a two year period, change 
in participant knowledge and attitudes, self-reported behavioural intentions and skill 
development.  Results suggested that participants demonstrated improved and sustained 
outcomes over time across a number of domains. Individuals who completed the program 
were half as likely to re-offend over the two year period when compared with the 
community control group (4.9% versus 10.2% respectively) (Mills et al., 2008).  
Participants were 43% less likely to re-offend over two years compared with community 
controls who had received sanctions alone.  Survey respondents demonstrated improved 
knowledge, attitudes and skills regarding drink driving.  The authors concluded that the 
program appears to be an effective intervention, demonstrating greater reductions in 
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recidivism for participants when compared with controls who received legal sanctions 
alone. 
 A second evaluation aimed at comparing the two versions of the program was 
completed using  the same cohort from the previous evaluation (Mills et al., 2008) and a 
new cohort (2006-07) who had completed the condensed version (Mazurski et al., 2011). 
The results indicated that the program effects were maintained for the original cohort five 
and half years after the program as program participants continued to re-offend at a lower 
rate compared to the non-treatment group.  The new cohort (condensed program version) 
was 44% less likely to re-offend than the comparison group.  There was no significant 
difference between the standard and condensed version in terms of re-offence rate for 
participants.  However, it was noted in the evaluation of the standard version that there 
appeared to be differential treatment effects for Indigenous participants, who comprised 
8% of the treatment group, but were 26% more likely to re-offend compared to other 
program participants.  
2.3.1.4 Northern Territory: Drink Driver Education Course 
This program was established in 1995 and is a requirement for relicensing for 
those drink drivers who have been disqualified from driving.  The program uses social 
learning principles, harm minimisation, and motivational interviewing, and is guided by 
the trans-theoretical model of change (Dwyer & Bolton, 1998).  The course consists of 
two education modules.  First time convicted drink drivers with a BAC of less than 
0.15g/100ml must complete the first module which consists of five two hour sessions 
concerned with the short-term effects of alcohol and strategies to avoid drink driving.  
Repeat offenders and offenders with a BAC of 0.15g/100ml or greater must complete the 
first module as well as an additional module that addresses the long-term effects of 
alcohol and drink driving avoidance strategies.  
Emphasis is placed on the provision of an optimum learning environment which is 
non-threatening, non-judgemental, participatory, and which encourages self-responsibility 
(Larn & Dwyer, 1993).  Activities include identification of standard drinks, examination 
of the individual’s alcohol experience, community drinking patterns, self-monitoring of 
drinking behaviour and development and evaluation of alternative strategies to drink 
driving including controlled drinking strategies.  The program is also offered as a 
customised version for people with lower numeracy and literacy skills. 
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In 1998 an evaluation of the program was conducted, whereby records of 321 
participants who completed the program in 1995 and 1996 were examined for further 
offences or licence disqualifications. Results were that 41 participants had been 
reconvicted or had received an immediate suspension for a further drink driving offence.  
According to Dwyer and Bolton (1998) the rate of re-offending after successful 
completion of the course was only 12.8% within two years following re-licencing.  
Drivers who were required to complete both modules, as result of high BACs or multiple 
drink driving offences, recorded a higher re-offending rate than those who were required 
to complete one module only.  However, limitations of this evaluation are that it doesn’t 
account for participants who moved or failed to renew their licences.  In addition, the 
period evaluated is shorter than the five year period definition of drink driving recidivism 
under legislation.  The percentage of Indigenous participants involved in the evaluation is 
not stated in the study.  
2.3.2 Drink driving for Indigenous people internationally  
Alcohol-related road crashes contribute to high rates of injuries and fatalities 
among Indigenous populations in other countries.  In the United States, road transport 
crashes are the third leading cause of death for Native American women and the fifth for 
Native American men (NHTSA, 2000).  Drink driving also contributes to the over-
representation of Indigenous drink drivers in New Zealand, with people of Maori 
background in contact with the criminal justice system at a disproportionate rate due to 
this cause (Te Puni Kohiri, 1995, as cited in Ebbett & Clarke, 2010).  The following 
section outlines the drink driving programs implemented in these countries.  An overview 
of content and delivery information, and program-related evaluations can be found in 
Tables 2.1 and 2.2 respectively.   
2.3.2.1 New Zealand/Aotearoa   
2.3.2.1.1 Tapuwae  
In response to the overrepresentation of people of Maori background in drink 
driving offences the Maori Drink Drive Project was developed, with one of a range of 
strategies being the development of a drink driving program.  ‘Tapuwae’, the Maori drink 
driving program, was developed from another program called ‘Waka Taua’, a program 
first devised by the Ngati Raukawa people of the Waikato region. ‘Tapuwae’ is a holistic 
program, using culturally relevant concepts and incorporating traditional cultural items.  
Waka (watercraft) are a significant part of cultural identity for Maori who can trace their 
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ancestry back to the Polynesian waka that voyaged to Aotearoa.  There are a number of 
safety, cultural and spiritual reasons why Maori believe it is inappropriate to use a waka 
under the influence of alcohol and drugs and the program applies this reasoning to the 
road safety context.  ‘Tikanga’, a Maori custom meaning ‘the right way to do things’, 
(Mead, 2003) is also an important principle in the program.  The role of the program was 
to show that tolerance of drink-driving runs against Maori cultural values. The program is 
founded on the constructivist approach, Native Theory.  Native Theory is defined as the 
right for Indigenous people to make sense of their time and place in the world (Russell, 
2000). This theory supports Indigenous peoples in using their own processes, terms and 
expectations as valid and useful knowledge in their context thus empowering self-
determination (Eketone, 2006).   
The program has been delivered to more than 50 school groups, Maori-specific 
organisations and other groups, and included around 50% non-Maori participants.  
Eketone (2006) completed an evaluation of the program involving 437 participants who 
had successfully completed the program.  A questionnaire was completed by all 
participants pre and post program completion.  The findings showed a marked change in 
attitudes towards drinking and driving among participants while also identifying a 
number of other positive outcomes such as a 34% decline in the number of participants 
who agreed it was okay to drive after drinking.  However, the two sets of surveys were 
not paired to allow before and after comparison.  The author notes that as no behavioural 
measures were included, no assumptions can be drawn as to whether the program led to a 
change in behaviour.    
Face to face interviews were also conducted with participants (Eketone, 2006).  
Generally participants had greater respect for safety related to alcohol use.  There were 
also reported changes in practical health behaviour, such as an increase in physical 
activity.  Others reported health benefits included social and spiritual aspects, such as an 
increase in self-esteem and a strengthening of Maori cultural expression and identity.  The 
study concluded that Native Theory was an effective framework for evaluating such 
programs, allowing Indigenous people to define their own problems, solutions and 
processes.  It is unknown if the program is still being delivered. 
 The development of the ‘Hero to Healing’ program     50 
 
 
 
2.3.2.1.2 One for the Road 
This program was first implemented by Harmony Trust in 2008 and is delivered 
across the Auckland region (Dawber & Dawber, 2013).  Similarly to the UTL and SDP, 
‘One for the Road’ primarily treats repeat drink drivers.  The program is a brief 
intervention, delivered on an intensive basis in order to maintain retention rates.  Almost 
80% of participants who commence the program complete it.   Participants complete an 
initial engagement, and battery of assessments including the Leeds Dependency 
Questionnaire (LDQ) and AUDIT (Dawber & Dawber, 2012).  According to Dawber and 
Dawber (2012), the majority (59%) of their participants have low to moderate alcohol 
dependence.   Delivered over three sessions, the program consists of motivational 
interviewing, gestalt therapy, cognitive-behavioural therapy, transactional analysis, role 
play and relapse prevention.  Within a peer group environment, the program uses 
empathy, challenging of world views, and eliciting commitment to change, and promotes 
a zero blood alcohol limit when driving (Dawber & Dawber, 2013).   
Approximately one in three program participants are of Maori background 
(Dawber & Dawber, 2012).  To specifically cater for this group as well as to participants 
of Pacific Islander origin, ceremonial and other traditional protocols are observed.  Both 
Maori and Pacific cultures are represented in group facilitators and leaders (Dawber & 
Dawber, 2012). Guest speakers who have experienced road trauma are used in the 
program to provide the cultural element of story-telling.             
Dawber and Dawber (2012) conducted the first evaluation of this program with 
the initial 300 participants (30 groups) who completed the program.  Participants 
completed pre and post group evaluations including the ‘readiness to change scale’ and 
‘risk of drink driving’ (RODD) scale, a self-report Likert scale developed by Dawber and 
Dawber (2012) to assess attitude change.  Transport histories were also accessed.   
Results were that almost all (97%) participants reported they would agree to keep 
a zero blood alcohol limit when driving in the future upon completion of the program.  
Four in five (80%) participants had a lower risk of drink driving according to the RODD 
scale and were more like to be ‘ready to change’.  Almost 1 in 21 people (4.6%) were 
convicted of a further drink driving offence over a period of 6-30 months.  The first six 
months appeared to be the highest risk period, as 3.3% were convicted of the further 
offence during this time.   
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The second evaluation comprised of 570 participants who had completed the 
program over the preceding four years.  Dawber and Dawber (2013) found similar 
qualitative findings in the pre and post interviews.  Analysis of drink driving records 
revealed that the re-conviction rates for alcohol-related driving offences was 3.5% (1 in 
28 participants).  Again, the first six months following group completion appeared to be a 
high risk period where the majority of offenders (2.6% overall) were re-convicted for 
drink driving, while only 0.9% of program participants reoffended in the subsequent 6-12 
months post-program, and none were convicted during the final 18 months.  While the 
program demonstrates some positive outcomes, there are a number of limitations that 
restrict strength of the evaluations.  Traffic histories were reviewed only to 30 months, a 
shorter period than what is considered to be a recidivist offender under New Zealand 
legislation.  There was no control group in either of the evaluations, and therefore limit 
conclusions regarding the effectiveness of this program in relation to people who have no 
program exposure.  The effectiveness of brief intervention programs in reducing 
hazardous alcohol consumption has been supported by a number of studies.   To give 
credence to the reduction in recidivism, collection of alcohol use and frequency at 
multiple time points was important.  This could have also provided evidence whether 
participants acted on their commitment to reduce their alcohol consumption post 
completion.   
2.3.2.2 United States of America: San Juan County Detention Program 
This program, established in 1994, is a 28 day program for first time convicted 
drink driving offenders in North-western New Mexico, where 113,801 (39%) people 
identify as Native American (Woodall et al., 2007).  The majority of participants are from 
rural and tribal settings.  The program takes a unique approach, blending a period of 
detention in a minimum security prison with other program components, including 
therapeutic and educational components as well as follow-up support.  Components of the 
program address the following: alcohol use, abuse, and dependence; health and nutrition; 
psychological effects of alcohol abuse; drinking and driving awareness; stress 
management; goal-setting (where participants devise action plans to reduce alcohol use 
for their immediate futures); family issues and alcohol; domestic violence; and 
HIV/AIDS prevention.  Behavioural change, including reduction in drinking, is the 
primary aim of the treatment component.  Other components of the program include 
sweat lodges (a ceremony of spiritual cleansing held in a small circular lodge heated by 
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fired stones), talking circles (a spiritual ceremony in which an eagle feather is passed 
around a circle of participants to provide opportunities to speak) and a group discussion in 
the local language (Kunitz et al., 2002).  Participants are also required to undergo breath 
testing and attend Alcoholics Anonymous meetings.  Lastly, participants are assisted with 
job referrals education and vocational training and further treatment, if required.  
Following completion of the program, participants are monitored for three to 12 months, 
with the length tailored to the individual as recommended by the course facilitator.  The 
follow-up component also includes individual counselling and group programs.  
The first evaluation of this program examined the probability of not being 
rearrested and found that the rate was significantly higher for the treatment group after 
adjustment for covariates (Kunitz et al., 2002).  Native American participants comprised 
70.5% of the treatment group.  After five years, the probability of not being rearrested for 
the treatment group compared to the control was 76.6% versus 59.9%.  The authors of 
this study noted the importance of intervening early in the offence history of drink drivers 
as a possible reason for this positive outcome, citing the approximately 17% difference in 
the rearrest between the treatment and control group here substantially higher than the 
average differences of 8%–9% observed in other drink driving programs (Wells-Parker, 
Bangert-Drowns, McMillen, & Williams, 1995).  One limitation noted by the authors was 
that the control group could not be matched by ethnicity.  
A second evaluation of the program, completed by Woodall and colleagues 
(2007), consisted of a randomised trial to assess the effectiveness of the treatment 
program on self-reported drinking frequency and volume as well as DWI recidivism.  The 
evaluation was also interested in the role ASPD plays in the efficacy of the treatment 
program on a predominantly Native American DWI offender population.  The sample 
consisted of 305 first-time DWI offenders who completed the program.  Of the study 
population, 76% identified as being Native American, 86.9% were male and 17% (n=52) 
were diagnosed with ASPD.  The control group, while housed in the same facility as the 
treatment group, was segregated from the treatment group in order to remove any possible 
treatment influence.  Controls were thus subject to incarceration only. 
To obtain outcome measures, all participants completed assessments at intake 
(baseline) and were followed after discharge from the program and interviewed at 6, 12 
and 24 month assessment point.  The Diagnostic Interview Schedule was used to assess 
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the presence of alcohol dependence and ASPD.  Several methods were used to assess 
alcohol consumption and consequences of drinking including a 30 day timeline follow-
back method to assess the primary drinking measures (including number of standard 
drinks, number of drinking days, and average BAC) and the Drinker Inventory of 
Consequences. Participants were also asked about their drinking and driving in the 
previous 30 days. Re-arrest data was available for up to five years post-discharge for 274 
participants.  
Analysis revealed that the treatment group had self-reported greater reductions in 
alcohol consumption from baseline levels when compared to the control group (Woodall 
et al., 2007).  This was identified for all the assessment used.  The improvement from 
baseline compared to the average of the post-treatment assessment for total standard 
drinks was 110.3 drinks over the 90 days in the treatment group, compared with the 
control participants who improved by 26.9 drinks.  Number of days of drinking during the 
90 day follow-up period declined more so for treatment individuals (11.6 days) than 
control participants (3.3 days). The ASPD group reported heavier volumes of 
consumption at baseline, but went on to show significantly greater declines in drinking 
than controls from intake to post-treatment assessment.  Treatment participants diagnosed 
with ASPD demonstrated the greatest improvement over time compared with the non-
ASPD treatment participants on both self-reports of drinking and driving.  Woodall and 
colleagues (2007) conclude the findings indicate promise for use of motivational 
interviewing approach in the prison setting with a primary Native American sample.  
Motivational interviewing approaches provide choice and responsibility and the authors 
consider the qualities of this method in light of the prison environment participants are 
exposed to which aims to reduce these same aspects.  The authors note that a number of 
limitations including the use of self-report. ASPD participants may have exaggerated their 
results generally, while there are limitations to relying on the use of self-report alcohol 
use.  Other studies have used a family member or a friend to verify responses from the 
participant and could be used in the future.  The strengths of the study are that several of 
the scales have been used validated and used with Navajo Indians.  However, to the 
reader, it appears more information could have been collected from participants at the 
post-treatment time points regarding what content has been valuable to them to desist 
from drink driving.  Given the program’s novel approach to treating drink driving, and the 
array of social, psychological, educational and cultural program components, more 
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information is needed to demonstrate what makes this program effective.  Lastly, the 
study also included a small number of women (n=40) and therefore, the results may 
reflect the effect the program has on men predominantly. 
2.3.2.3 Canada 
2.3.2.3.1 Back on Track  
In Ontario, Canada, completion of this program is required for re-licencing for all 
convicted drink drivers following a period of mandated licence suspension (Stoduto et al., 
2014).  Administered by the Centre for Addiction and Mental Health, the program is 
designed for offenders who have received one or more licence suspensions for offences 
with a BAC in the range 0.05-0.08g/100ml. Back on Track (BOT) includes an 
assessment, a brief intervention (an education program or a treatment program), and a 
follow-up interview six months following completion of the intervention.   
The initial assessment session is conducted to determine the extent of the 
individual’s drinking and driving problem and the appropriate program.  Three scales are 
used in the assessment to determine participant assignment to the education or the 
treatment program: Research Institute on Addictions self-inventory (Nochajski, Miller, 
Augustino, & Kramer, 1995); alcohol dependence scale (ADS) (Skinner & Horn, 1984); 
and drug abuse screening test (DAST) (Skinner, 1982). Assignment to the treatment 
program is based on a threshold score being reached on any of these measures (Mann, 
Rootman, Shuggi, & Adlaf, 2006). 
The education program (8 hours) components include how alcohol and other 
drugs affect driving performance and safety, the legal and personal consequences of an 
impaired driving conviction, and ways to avoid drinking and driving.  The treatment 
program (16 hours) attempts to enable participants to learn about, and take responsibility 
for, their alcohol and drug use and its consequences, as well as commit to cease abuse of 
alcohol and drugs, plan to avoid relapses, make healthier choices and avoid drinking and 
driving.  A follow-up interview is completed six months after the completion of the 
education or treatment program to assess success in meeting program goals and to 
reinforce the strategies adopted for avoiding drinking and driving. 
An evaluation was conducted based on data from 22,277 participants who 
completed their assessment during November 1999 to April 2005 (Stoduto et al., 2014).  
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The assessment interview included self-reported number of drinks per drinking day, 
number of drinking days, and number of days using cocaine, amphetamines, cannabis, 
benzodiazepines, barbiturates, prescription opioids, codeine, or tobacco in the 90 days 
before assessment and again at the six month follow-up interview.  The adverse 
consequences of substance use scale (ACSUS) (Mann et al. 2006) was also administered 
to measure negative events related to substance use, also during the preceding 90 days at 
assessment and follow-up.  ACSUS collects data in the following domains: physical 
health, cognitive abilities, mood, relationships, aggressive behaviour, school or work, 
legal and financial (recoded as simple counts for each).   
Results indicated that program participants reported significantly fewer days of 
alcohol use at follow-up (reduced by 25.5%) as well as fewer drinks per drinking 
occasion (21.3% reduction), compared to their reports at assessment.  They also reported 
significantly fewer days of use of most other drugs, with the exception of amphetamines, 
barbiturates, and codeine, at follow-up compared to assessment.  High program 
completion rate (97%) suggests that these results are largely free of concerns about 
differential drop-out (e.g., individuals with more severe problems being more likely to 
drop out of the program).  However, the evaluation did not have a control group or 
comparison group of either First Nations or general population drink driving offenders 
and hence some caution needs to be exercised in drawing conclusions about the 
effectiveness of the program. The study also does not identify the number of First Nation 
participants.  
2.3.2.3.2 Saskatchewan Impaired Driver Treatment Centre 
Originally facilitated in the small town of St. Louis from 1979, the program 
relocated to Prince Albert, Saskatchewan nine years ago.  The Centre is the only facility 
of its kind in Canada, co-existing as a correctional facility and residential treatment centre 
(personal communication, Centre Director Michele Ketzmerick).  The treatment program 
offered by the centre is presented over a 21 day period.  It is intended to provide 
opportunities for skill development and behaviour change among participants with 
substance misuse issues. Participants are usually referred through court or the correctional 
centre after two or more impaired driving convictions. If the participant fails to complete 
any component of the program, they are returned to the correctional centre. 
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Table 2.1 Overview of existing drink driving program for Indigenous people  
 Under the 
Limit, 
QLD 
Sober Driver 
Program, NSW 
Drink Driver 
Education, NT 
First Offender, 
San Juan, USA 
One for the Road, 
New Zealand 
Saskatchewan 
IDTC 
Back on Track, 
Ontario 
Length 
 
11 weeks 9 weeks; condensed 
version offered 
1 week 28 days, residential Session One (6 hours) 
Session Two (4 hours) 
21 days, residential Educational 
(8 hours) 
Treatment 
(16 hours) 
Offender Type Repeat Repeat First time and repeat First Time Repeat Repeat Repeat 
Indigenous Audience N/S N/S N/S 70% 30% 65% N/S 
Target Audience Urban, Regional Urban, Regional Regional Regional Urban, Regional Regional Urban, Regional 
Pre-Assessment     LDQ, AUDIT ADS, DAST, 
AUDIT, IDTS 
RIASI, ADS, 
DAST, 
Theory Stages of 
Change 
Stages of Change Stages of Change CRA, Motivational 
Interviewing 
Stages of Change Social learning 
model of addiction; 
Stages of Change 
N/S 
Other Health Issues  
 
 
 
 
 
 
 
 
Health and nutrition 
Domestic violence 
HIV/AIDS prevention 
 
 
 
Diabetes, Gambling 
and Sexual Health 
workshops 
 
 
 
Support provided post 
program 
Completed as 
part of 
probation order 
Completed as part of 
probation order 
 
 
 
3-12 month follow-
up: weekly monitor 
meetings, AA 
meetings, vocational 
education. 
Can be completed with 
probation order 
Referred to 
probation or alcohol 
and drug 
counselling 
Contact with 
participants six 
months after 
completion 
Cultural Component 
 
 
 
 
 
 
 
Sweat Lodge; Talking 
circles 
Inclusion of family 
attendance 
Elder support and 
Sweat Lodge 
Ceremony 
 
 
N/S – Not Stated
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Table 2.2. Overview of evaluations of drink driving programs that target or include Indigenous participants 
Program Paper Participants Method Outcomes 
UTL, QLD Ferguson et al., 
(2001) 
62 program participants 
63 control group 
Interviews: mental health status and Social Support 
Appraisals, self-esteem, driving behaviour and alcohol 
use 
Program had impact on participiants intention to change 
driving behaviour; Self-reported reduction in drink 
driving; No difference in alcohol use 
SDP, NSW Mills et al. (2008) 1740 SDP group (8%) Indigenous; 
9667 control (14%) 
Comparison of recidivism rate over 2 years with 
offenders who received legal sanctions; Surveys of 
participants conducted before, immediately after 
program and 4 months after program  
An effective program; recidivism reduced by 43%; 
Improved knowledge and attitudes and skills regarding 
drink driving  
 Mazurski et al. 
(2011) 
Two streams: Mills study cohort; 
Second cohort from condensed 
version  
Recidivism rates of each group compared to a non-
treatment comparison; Standard and condensed version 
also compared 
No significant differences between standard and 
condensed version; In standard version, Indigenous 
participants were 26% more likely to re-offend 
DDE, NT Dwyer & Bolton 
(1998) 
 
321 participants who completed the 
program in 1995-96 
Driver records of participants accessed at two years to 
examine for further offences or licence qualifications 
after the program 
Re-offending rate was 12.85% within 2 years following 
re-licensing; Participants who completed both modules 
(high risk) more likely to re-offend 
San Juan, 
USA 
Kunitz et al., 
(2002) 
 
Participants from 1994- 2001 Driving records were obtained and examined from 
1984-2001. Control group matched to treatment group 
At 5 years, probability of not being rearrested for the 
treatment vs the non-treatment group was 76.6% vs 
59.9% 
 Woodall et al., 
(2007) 
305 participants from 2000 to 2003; 
76%  were Native American 
Participants were randomised to the treatment and 
control groups;  timeline follow-back method used 
Total standard drinks reduced significantly more for 
treatment group (110.3) over the 90 days compared with 
the control participants (26.9 drinks).  Number of days of 
drinking during follow-up period declined more so for 
treatment individuals (11.6 days) than control participants 
(3.3 days). 
One for the 
Road 
Dawber & 
Dawber (2012) 
300 participants  Pre and post program interview  including Readiness to 
Change scale and RODD; Transport records obtained  
4.6% re-conviction rate (1 in 21 people) over a period of 
6-30 months.  80% ‘ready to change’ 
 Dawber & 
Dawber (2013) 
570 participants  Pre and post program interview  including Readiness to 
Change scale and RODD; Transport records obtained 
3.5% re-offended; first six months following group 
completion appeared to be a high risk period where 2.6% 
had been re-convicted for drink driving   
SIDTC (personal 
communication) 
N/S Client Feedback 
 
Comprehension: 93% reported they fully understood 
content; 95% reported almost all their needs were met 
Back on 
Track, 
Ontario 
Stoduto et al., 
(2014) 
22,277 participants; completed the 
program between 1999-2005 
Follow-up after six month: alcohol and drug related 
questions (ACSUS) 
Significant reduction in alcohol frequency, and negative 
consequences from substance use 
N/S- Not stated 
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The program has a cognitive-behavioural approach and is based on the Social 
Learning Model of Addictions.  The participant-centred program uses a combination of 
approaches including the Stages of Change model and motivational interviewing.  Pre-
assessment includes the ADS, DAST, AUDIT and Inventory of Drug-Taking Situations 
(IDTS).  Of the 428 participants who completed the program in 2012/13, 65% identified 
as Aboriginal offenders (personal communication, Centre Director Michele Ketzmerick).  
The program also includes Elder support and a Sweat Lodge Ceremony (conducted at a 
nearby First Nation community), and covers a spectrum of unrelated health and social 
workshops delivered by local service providers including one conducted by a nurse from 
the local health region, a gambling workshop by a local mental health professional, and a 
sexual health workshop/testing with a public health nurse.  Feedback was sought from 
participants after the program. Of the participants who completed the program, 93% 
reported they fully understood content and 95% reported almost all their needs were met. 
No robust evaluations have been completed and/or published regarding the program. 
2.3.3 Summary of the programs 
As identified, the term ‘drink driving program’ refers to a wide range of initiatives 
that make use of educational and therapeutic components or a combination of both.  
While the programs reviewed above vary in length, the majority include education and 
long-term follow-up and monitoring participants’ compliance through counselling or 
probation supervision.   
In an effort to treat Indigenous participants, program providers in the United 
States of America, Canada and New Zealand/Aotearoa recognise the value of including 
additional components dedicated to cultural values and traditions, and which include the 
principles of mediation, community re-integration, healing, inclusion of family in the 
program (Dawber & Dawber, 2013) and discussion with Elders and sharing circles 
(Woodall et al., 2007).  The DWI First Time Offender program and Saskatchewan 
Impaired Driver Treatment Centre also address other physical and mental health 
concerns. Some programs delivered in Australia recognise the learning styles and skills of 
Indigenous participants, leading to the tailoring of delivery styles.  However, the content 
presented largely remains developed for urban and regional mainstream audiences 
(Dwyer & Bolton, 1998; Mazurski et al. 2011).    
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In terms of effectiveness, several programs in Australia and internationally 
reported positive changes in the form of reductions in recidivism (Kunitz et al., 2002) and 
positive health changes (Ferguson et al., 2001; Sheehan et al., 2012).  For example, the 
evaluation of the DWI First Time Offender program was robust, the design included a 
control group, and results revealed changes in recidivism over a five year period between 
participant and control cohorts. The findings of other evaluations have been limited by 
methodological flaws including small sample size (Sheehan et al., 2012), lack of a control 
group and evaluating recidivism over a shorter time period than provided in the legal 
definition (Dawber & Dawber, 2013; Mills et al., 2008).  Reported evaluations of 
programs that capture a large Indigenous drink driving cohort, such as the Northern 
Territory Drink Driver Education Course, do not provide information on the outcomes of 
their Indigenous participants despite recognising the importance of tailoring programs to 
their needs (Dwyer & Bolton, 1998).   
As already highlighted, several programs in other countries have been designed 
specifically to consider the needs and cultural safety of their Indigenous participants.  The 
programs do this by incorporating traditional practices and healing activities.  The 
inclusion of these components is a strength of the majority of programs emanating outside 
of Australia and possibly the reason for some of the effectiveness for reducing drink 
driving recidivism and alcohol use among its Indigenous participants.   However, the 
methods used in the evaluations rely largely on quantitative data.  Therefore, conclusions 
cannot be drawn regarding the effect cultural components have on the findings regarding 
reductions in drink driving recidivism.  
Although inclusion of culturally-specific content and processes appear to be 
important to the effectiveness of programs for Indigenous offenders, it is unclear which 
aspects of these programs produce this outcome.  None of the evaluations of the New 
Zealand and North American programs provide evidence about which components of 
their programs are the most valued by Indigenous participants, or which have had the 
greatest effect.  The limited information regarding behaviour-change processes makes it 
unclear if the cultural components assisted Indigenous participants to cease from future 
drink driving or if it was other program mechanisms which supported Indigenous 
participants to modify their behaviour and make the appropriate changes.   
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In summary, existing drink driving programs in Australia can be a useful 
countermeasure. However, none of the programs offered are developed specifically for 
Indigenous Australians.  Programs offered to Indigenous people in other parts of the 
world that have similar colonial histories and issues with drink driving have shown to be 
effective in reducing further drink driving behaviour.  Greater understanding of the 
mechanisms that lead Indigenous people to avoid further offending is needed. It evident 
from the literature review that it is timely to consider the factors that may facilitate drink 
driving and cultural countermeasures that may assist in reducing drink driving among 
Indigenous peoples. 
2.4 Alcohol-related programs for Indigenous people 
 In Australia, there have been two central responses to addressing Indigenous 
alcohol misuse.  The first, as mentioned in Section 2.3.4, has been around the control of 
the supply of alcohol mainly in remote communities through restricted areas and 
restrictions takeaway sales. The second has been focused on demand reduction strategies.  
Demand reduction strategies aim to motivate drinkers to consume less alcohol overall and 
per occasions.  Residential programs provide intensive therapeutic services with safe 
housing and assistance with day-to-day living. The alternative to residential rehabilitation 
is outpatient programs.  This section will summarise the different alcohol rehabilitation 
and out-patient programs for Indigenous Australians.  One feature that stands out for both 
types programs is the paucity of evidence supporting effective intervention outcomes.    
The third strategy used, along with demand and supply reduction strategies, to 
address alcohol misuse is harm reduction.  The chapter will conclude with a brief 
discussion about the Northern Territory government’s latest measure to combat alcohol 
misuse, mandatory treatment laws that were implemented in 2013.  
2.4.1 Overview of alcohol-related programs for Indigenous Australians 
In 2006-07, there were 30 Indigenous residential treatment facilities (Gray et al., 
2000). Residential treatment programs are mainly located in non-metropolitan areas in 
Australia, however their length of treatment vary between a few weeks to several months 
duration (Brady, 2002).  These programs usually employ Indigenous staff who are ex-
drinkers, with different levels of training (Brady, 2002).  Some of the existing residential 
centres, as well as outpatient programs, are summarised below.  Although not specifically 
described as an alcohol-related program, the Family Empowerment Program is also 
summarised. 
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2.4.1.1 Benelong’s Haven  
Benelong’s Haven, centered near Kempsey, Central New South Wales, is 
described as the first Indigenous-run residential alcohol and drug treatment in Australia, 
established in 1974 by Dr. Val Carroll (Bryant) (Chenhall, 2006).   The centre’s name 
derives from Woollarawarre Benelong, an Eora man, kidnapped in 1789 under the orders 
of Governor Phillip to establish connections with Indigenous people.  Referrals can come 
through the justice system as an alternative to the more punitive measure of 
imprisonment.  The Haven houses between 60 and 80 residents, mostly men. The 
program emphasises the important of group support in offering treatment to Indigenous 
people, due to the fact that many Indigenous people drink together in groups (Chenhall, 
2008). 
In his ethnographic analysis of the Haven, Anthropologist Richard Chenhall 
(2007) refers to the treatment as an integration of a number of approaches including 
Alcoholics Anonymous, educational sessions, group psychotherapy and individual 
counselling.  In relation to Alcoholic Anonymous, it has been suggested that various 
concepts underpinning this treatment are considered comparable with core socio-cultural 
values in Indigenous Australian culture.  At the Haven the emphasis is on a ‘God of your 
own understanding’ as part of the Alcoholics Anonymous program, including the 
traditional Christian God, and totemic ancestors (Chenhall, 2007).  The group 
psychotherapy,  termed “psych groups”, are  facilitated with the intention of providing a 
culturally appropriate forum in which clients may explore their negative and unhelpful 
thoughts, while also functioning as a psycho-educational opportunity to challenge 
perceived roles and responsibilities (Chenhall, 2007).  The therapy does not rely on one 
strict psychological approach; however an important element is cognitive behavioral 
therapy.   Taken together, the congruence between this form of therapy and parts of the 
Alcoholics Anonymous model are based on the idea that people can control a problem if 
they understand it and can exert control using problem solving techniques they are taught.  
The Haven provides an example of how traditional psychotherapy can be adapted and 
modified to be more culturally appropriate to Indigenous clients.   
Along with Alcoholic Anonymous and group psychotherapy, there is an emphasis 
on Indigenous spirituality (Chenhall, 2007).   In the Haven model, spirituality is about the 
development of specific kinds of relationships between people without the aid of alcohol 
or drugs.  Spirituality is also where culture becomes a form of symbolic healing that is 
employed by residents to assert their independence from white Australian society.   
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Lastly, clients are able to gain and lose privileges through the program, and as a 
result they learn to cope with loss, failure and success (Chenhall, 2008).  Privileges 
include purchasing various material positions or being allowed to reside in a larger room 
or have their own room.  The model includes skill development that encourages clients to 
take on more formal responsibilities within the centre which aide in the development of 
social and living skills.  These processes assist clients to learn to manage and cope with 
conflict, failure, responsibility and success in a productive way by using the skills learned 
within the residential setting.    
2.4.1.2 Oolong House 
Oolong House provides residential drug and alcohol rehabilitation services to 
male clientele of Indigenous and non-Indigenous backgrounds. The centre, located in 
Nowra on the South Coast of New South Wales, is based on cognitive behavioural 
therapy and involves group (Alcoholics Anonymous and Narcotics Anonymous) and 
individual sessions where clients learn and practice specific skills.  The 16-week 
treatment program uses a traditional holistic community-healing model, integrating the 
Indigenous community in the healing process.  Some sessions can be facilitated by 
Indigenous Elders and participation in cultural activities as well as cultural education in 
the areas of ancestry, cultural respect, land and humanity, hunting and gathering, 
language, storytelling, cultural identity, traditional artwork, construction of traditional 
musical instruments and weapons, traditional music, cultural dance, and visiting 
culturally significant sites.  General health and lifestyle education is also provided 
including sexual health, finances and budgeting.   
Using the Kessler 10 Psychological Distress Scale, Drug Taking Confidence 
Questionnaire and the Growth and Empowerment measure, Berry and colleagues 
examined the psycho-social outcomes for clientele at the centre at three time points 
(intake, 8-weeks and 16-weeks).  The authors found there were significant improvements 
for participants, with a reduction in psychological distress and increases in refusal self-
efficacy and empowerment (Berry, Crowe, Deane, Billingham, & Bhagerutty, 2012). 
2.4.1.3 The Grog Mob Program 
 The Grog Mob program is a non-residential initiative that commenced in 2008.  
The program was set up by the Congress Aboriginal Medical Service, an Aboriginal 
community-controlled health service providing primary health care in Alice Springs and 
surrounding communities (d’Abbs, Togobni, Rosewarne, & Boffa, 2013).  The program 
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received referrals mainly through other Congress Aboriginal Medical Service General 
Practitioners (66 referrals) as well as a variety of external agencies, the most prominent 
being Centacare (a social services program run by the Catholic Church, now known as 
Catholic Care, Northern Territory), and Drug and Alcohol Services of Alice Springs, 
another non-government service. The program includes three streams of care in its service 
model: “a medical stream, involving an assessment of whether the client would benefit 
from pharmacotherapies such as Naltrexone; a psychological therapy stream” that  
included cognitive behavioural therapy as well as other therapies such as goal-setting, 
motivational interviewing and problems solving skills with individuals and families; “and 
social and cultural support stream that included working with supported employment and 
accommodation services, assisting people to explore their cultural roots and issues of 
Indigenous identity while in treatment, and provide support to clients to resolve 
interpersonal and other conflicts” (D’Abbs, et al., 2013).  
D’Abbs and colleagues (2013) completed a process evaluation of the program 
implementation, and outcome evaluation of the client outcomes. Between March 2008 
and April 2009, 129 clients were referred to the program, of whom 49 consent to have de-
identified data used for the evaluation. Of these, 19 clients received one or more streams 
of care, 15 of whom (78.9%) subsequently stopped or reduced drinking.  When asked 
what had been the most help to reduce their alcohol use clients main reasons included: 
having someone to talk; support from others; concerns for family wellbeing; other family-
related reasons; and concerns for health. Among the remaining clients who had not 
received an intervention, almost one in four (70%) also reported stopping or reducing 
drinking.    The authors concluded that there is a demand for non-residential treatment for 
Indigenous clients with alcohol issues.  Further attention was recommended regarding 
why there was a low number of clients that received pharmacotherapy prescriptions from 
the medical stream.  The most widely used interventions were psychological 
interventions, with the social support stream not used as much as anticipated (d’Abbs, 
2013).   
The process evaluation found differences over the applicability of particular 
approaches used in the psychological stream.  In the original design and treatment 
manual, this stream was to use a structured therapeutic approach based largely on 
cognitive behavioural therapy and motivational interviewing.  However, psychologists 
involved in the program emphasised the importance of establishing a mutually 
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satisfactory connection between therapist and client on the basis of which a particular 
therapeutic approach would be adopted which may or may not involve cognitive 
behavioural therapy.  Flexibility of the program in not limiting clients to a fixed duration 
of treatment, and enabling clients to access ongoing support if necessary from time to 
time were identified as strengths.   Moreover the staffing structure of the program, 
including the employment of an Aboriginal Family Support worker was seen as a 
distinctive strength.  However, the authors noted the challenges of completing short-term 
program evaluations in more isolated localities because of limited opportunities to 
implement alternative arrangements if required, for example relevant staff can be both 
difficult to recruit and retain over the life of the project.  Staff retainment difficulties can 
affect the delivery of the program and evaluation outcomes.  
2.4.1.4 Aboriginal Alcohol and Drug Service 
The service, originally named Noogar Alcohol and Substance Abuse Service, was 
developed in response to the concern local Indigenous people had regarding adequate 
responses by existing services to the needs of Indigenous people in the area experiencing 
alcohol and substance misuse (AADS, 2015).  Based in East Perth, the program conducts 
counselling, family intervention community development, education and drug awareness 
programs. 
2.4.1.5 Aboriginal Sobriety Group 
This service, based in South Australia has a specific focus on providing a range of 
services to Indigenous people including substance misuse support, rehabilitation, justice 
system, crisis intervention and accommodation (ASG, 2014).  The substance misuse team 
are a major component of Aboriginal Sobriety Group and offer assessments, counselling 
and rehabilitation.  As many of the clients have a range of issues in conjunction with 
addictions, encompassing legal, financial, housing, family, health, loss and grief, the 
service has established strong links with other services to ensure these needs are also 
addressed for their clientele.  Counselling offered at the service is client-focused, 
strengths-based and uses a combination of narrative, motivational interviewing and 
cognitive behavioural therapy approaches. The service also offers therapeutic groups, or 
talking circles, and notes the ability for these groups to strengthen individual and 
community action on substance misuse.  The substance misuse team works with prisoners 
at South Australian facilities prior to their release.  Prisoners are assessed prior to their 
release, with case management plans designed to address drug and alcohol issues, 
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facilitate entry to pre-employment and job readiness training, source accommodation and 
support, and mentor reintegration back into the community.  
2.4.1.6 Family Empowerment Program 
The Family Wellbeing Empowerment program is a group empowerment program 
that has been implemented across many Indigenous communities over the last decade.  
Developed by Indigenous leaders Adelaide in the early 1990s, the program was designed 
to help community people cope with grief and loss. Structured into four stages, each stage 
of the program runs for 10 weeks and participants attend one four-hour session each 
week.   The program includes Indigenous Australian knowledge, including an 
understanding of holism and other spiritual traditions considered universally relevant such 
as meditation and visualisation (Tsey, Wilson, Haswell-Elkins, Whiteside, McCalman, 
Cadet-James, & Wenitong, 2007).  Evaluations into the effectiveness of the program 
demonstrated a positive effect on participants’ abilities to deal with day-to day life 
challenges as well as their capacity to deal with substance misuse and violence (Tsey & 
Every, 2000; Tsey et al., 2010).  Other notable changes in participants who completed the 
program included a heightened sense of spiritual identity, respect for self and others, and 
enhanced parenting.  The authors attributed the success of the program to self-
determination and community control over program conceptualisation and development 
and the notion of holism that addresses the physical, emotional, mental and spiritual 
dimensions of health. 
This section has summarised six Australian programs and rehabilitation treatment 
developed and delivered to Indigenous clients. The following section compares the 
different underpinnings of alcohol-related programs for Indigenous people. 
2.4.2 Overview of different styles of alcohol-related programs for Indigenous people 
Historically, the treatment programs in residential centres specifically catering for 
Indigenous people were based solely on abstinence using the Minnesota model (also 
known as the disease model of alcoholism, or the 12-step model used in Alcoholic 
Anonymous groups) (Brady, Dawe, & Richmond, 1998; Chenhall, 2006; Mattrick & 
Jarvis, 1993).  This style of model promotes the goal of abstinence as being the only 
recourse for the problem drink, and therefore discounts the use of reduction or 
management as well as harm minimisation approaches.  A number of concepts from the 
Alcoholics Anonymous model are considered to align with Indigenous core socio-cultural 
values.  For instance, ‘powerlessness’ is associated with many Indigenous Australians 
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perception of loss of cultural ties, pride and self-esteem associated with colonisation.  The 
‘one day at a time concept’ is also comparable with nomadic lifestyle.  The limitations of 
programs based on the abstinence model are that they tend to be more confrontational, 
inflexible and can lead to Indigenous people not engaging with the service.  Basing 
treatment on one model can also be problematic as this can narrow their applicability to 
clients (D’Abbs, 1990) as there are a range of alternative explanations for a complex 
phenomenon.   
A growing body of literature, particularly from North America, has established an 
association between strong cultural identity among Indigenous people is linked to a 
decrease in substance abuse (Baldwin, Brown, Wayment, Nez, & Brelsford, 2011; 
Walters, Simoni, & Evans-Campbell, 2002).   In light of these findings the treatment base 
for residential and outpatient programs has been broadened to include components that 
will strengthen cultural identity (d'Abbs et al., 2013).  For example, the Oolong House is 
a residential drug and alcohol rehabilitation based on a range of evidence-based 
treatments and group-based interventions (including Alcoholics Anonymous) with 
traditional holistic community-healing model that encourages cultural activities and 
education.   A study on the treatment centre in New South Wales found Indigenous clients 
rated cultural components of treatment significantly more helpful than non-Indigenous 
participants (Berry et al., 2012).4  Importantly, the authors of the study recommend the 
need to investigate systematically the relationship between cultural activities and 
treatment outcomes. Since Brady’s culture as treatment hypothesis (Brady 1995), there 
has been a limited investigation into the psychological mechanisms associated between 
improvement cultural identity and behaviour change.   
Chenhall and Senior (2013) presented an analysis of the key features of treatment 
associated with four Indigenous alcohol and drug treatment centres. All the services in the 
study emphasised that the treatment offered provided culturally appropriate services.  
However, the authors note that different explanations for how the services were culturally 
appropriate were offered across the services and this is possibly part of the problem 
(Chenhall & Senior, 2013).  Service providers consider culture in treatment to be variety 
of things including services delivered by Indigenous people for Indigenous participants, 
                                                             
4 Cultural activities in the program include cultural education in the areas of ancestry, cultural respect, 
hunting and gathering, language, storytelling, cultural identity, traditional artwork, construction of 
traditional musical instruments and weapons, traditional music, cultural dance and visiting culturally 
significant sites. 
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discussion about alcohol and drug misuse as it relates to colonisation and emphasis of 
learning through drawing and storytelling. There is also a belief among some service 
providers that Indigenous culture is limited in what it has to offer in treatment, as 
substance misuse was a post-colonial problem (Chenhall & Senior, 2013).  Clearer 
descriptions for what constitutes culture in treatment programs is needed.  
Studies have shown that in Indigenous society family relationships can act as risk 
and protective factors for substance misuse, highlighting their complexities when it comes 
to treatment. After review of rehabilitation programs, Brady (2002) proposes that 
substance misuse and behaviour change models could be used and adapted for 
Indigenous-specific programs such as family therapy, social support and life skills 
training.  The non-residential Grog Mob program for instance considers a combination of 
dimensions including behaviour and social necessary in a service model to treat addiction 
(d'Abbs et al., 2013).  The aim is to enhance problem solving skills with individuals and 
families and provide support to clients to resolve interpersonal and other conflicts.  In 
addition to familial reinforcers, programs are also focusing on other areas of the 
individuals’ life as opposed to the behaviour of drinking itself.  Alcohol-related programs 
are now taking greater focus on equipping their clients with skills to improve their 
lifestyle and social environments.  Through-care after clients leave residential care is 
considered important to the long-term outcomes of Indigenous participants. 
In summary, alcohol-related treatment programs have evolved from treating the 
user only through encouragement abstinence to focusing on the cultural, lifestyle and 
familial components of the individual and the family to modify behaviour.  These 
findings will assist when it comes to developing the delivery and content components of 
the drink driving program.  Harm minimisation related to substance misuse has three 
equally important overarching pillars of demand reduction, supply reduction and harm 
reduction. Demand and supply reductions are discussed in Section 2.3.4 and in this 
Section.  Harm reduction refers to strategies that reduce the adverse health, social and 
economic consequences of the use of substance.   A contentious harm reduction strategy 
is Northern Territory’s mandatory treatment. This is discussed in the next section. 
2.4.3 Harm reduction: Northern Territory’s mandatory treatment laws 
The Alcohol Mandatory Treatment Act 2013 is the latest measure to address 
people who are repeatedly taken into Police protective custody due to their alcohol abuse.  
The law requires people placed in protective custody for being drunk three or more times 
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within two months will be referred to the mandatory alcohol system (Northern Territory 
Department of Health, 2014).  Each individual is clinically assessed and a tribunal then 
decides the best treatment options for that person.  This may include treatment for up to 
three months in a secure residential treatment facility, treatment in a community-
residential treatment facility or another form of community management (including 
income management).  
The Northern Territory government’s mandatory treatment law is not unique 
(Lander, Gray, & Wilkes, 2015).  In fact, laws allowing for the detention of a person who 
has not committed a crime have exited in many Australian states for decades.  For 
example Victoria and New South Wales have provisions to detain people experiencing 
severe substance dependence for up to 14 and 28 days respectively for the purposes of 
treatment.  The new laws in these states provides protection of patient rights, better 
reflecting international best practice.  For instance, in the Victorian model a patient has 
the right to obtain a second opinion from a registered practitioner with expertise in 
substance dependence.  
The Northern Territory Department releases quarter reports stating the number of 
people which have been referred for assessment under the system (Northern Territory 
Department of Health, 2015).  Around 100 people are referred each quarter are referred.  
However, only 40 to 50 to people go on to attend treatment.  There is no readily available 
information on the effectively of the treatment or release rates.  Moreover there is no 
information of the number of people who have absconded from the treatment.  
Importantly the treatment Act has been amended following the 6-month review to remove 
criminal sanctions for people who absconder from treatment.   
A report released by the House of Representatives Standing Committee on 
Indigenous Affairs’ raised a range of concerns about the treatment Act (House of 
Representatives, 2015).   There is a concern the law is being disproportionately targeted 
to Indigenous people.  While the government report does not report information on the 
Indigenous status of individuals referred to treatment, it is reported that almost all of 
those assessed so far are of Indigenous background.  Homeless or itinerant individuals are 
more likely to be referred to the process because they are more likely to drink in public 
and therefore are more visible to authorities. Homelessness rates among Indigenous 
Australians are up to four times higher when compared to other Australians (AIHW, 
2011c).   Moreover, it is well documented there is a higher rate of alcohol misuse among 
Indigenous Australians than other Australians (AIHW, 2010).  Taking these points 
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together, the current recruitment process through Police is likely to lead to Indigenous 
people being assessed and directed through to mandatory treatment.  
Finally, some commentators have questioned the value of the process in relation 
to the cost to deliver the treatment (Lander et al., 2015).  The mandatory treatment costs 
around (AUD) $27 million a year.  The Standing Committee suggested a number of other 
strategies, with less individually restrictive options, to reduce harmful drinking, including 
restrictions on the sale of alcohol (House of Representatives, 2015). 
2.5 Research questions  
The literature review has generated four of the five research questions. 
Research question one: What is the prevalence and what are the demographic 
characteristics of Indigenous people convicted of drink driving? 
The review of the literature regarding driver characteristics of the general 
population of drink drivers has highlighted the need to identify the same details for 
Indigenous drink drivers.  As noted earlier, the behaviour has been predominantly a male 
offence.  However there is new evidence this may be changing.  Profiling characteristics 
of age, gender and location will provide vital information about which characteristics are 
associated with higher risk sub-populations that would be the most suitable for attending 
the program that will be developed in Stage Three.  It will also provide information for 
preventive measures.   
Research question two: What sub-categories of Indigenous people are at higher risk of 
re-offending?  
 Information from research studies and from transport reports identify that a large 
number of Indigenous drink drivers continue to re-offend after their initial drink driving 
offence.  There is literature attesting to the notion that repeat offenders are not a 
homogenous population in the general population.  However, there are no studies which 
specifically describe Indigenous drink drivers and other important features such as the 
high risk period for recidivism.  Understanding the characteristics of these offenders 
would be useful for the development and targeting of new countermeasures including the 
development of the ‘Hero to Healing’ program in this doctorate.   
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Research question three: What are the key personal, social,  cultural and contextual 
factors associated with sustaining drink driving behaviour for Indigenous people in 
regional and remote communities? 
The review of the literature regarding risk factors has highlighted the complexities 
of the factors related to drink driving and their potential influence on the behaviour.   No 
studies that specifically investigated Indigenous drink driving in Australia were found.  
Studies investigating illegal driving practices in regional and remote Australia and 
Canada, who are equally disproportionately injured in road crashes, identify unique 
cultural factors for Indigenous people, where compliance with cultural values remains 
strong and plays a part in other illegal driving practices. Because of the small number of 
studies, there are limitations to generalise this finding to other culturally diverse 
Indigenous communities.  Furthermore, it is difficult to determine if the same 
psychological, social and contextual risk factors apply from the general population to the 
Indigenous drink driver population. To be able to move forward and produce innovative 
programs and countermeasures for Indigenous people to address drink driving a thorough 
understanding of what contributes and sustains drink driving in Indigenous society is 
required.  It is anticipated that information generated from this research question can 
provide a foundation to do this.   
  
Research question four: What strategies will motivate and sustain Indigenous people in 
higher isolated areas to desist from drink driving in the longer-term? 
        Legal sanctions are currently the primary countermeasure used to manage drink 
driving in Australia.  It is clear, however, that such measures do not have the desired 
outcome for a large number of Indigenous drink drivers.  One interpretation of this 
ineffectiveness is that it is related to the inability of this approach to modify attitudes and 
behaviour, and the limitations in deterring a population that already has a high number of 
individuals with criminal histories.  Review of drink driving programs offered to 
Indigenous people in Australia and internationally has provided some insight into the 
ability of these programs to reduce recidivism and treat related behaviours of Indigenous 
people.  Some programs have specifically catered for Indigenous participants with the 
content of programs aiming to instil traditional values, include family members and take 
the opportunity to treat other health issues.  While these types of programs are effective 
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for Indigenous people, exploration of what protective factors assist to modify the 
behaviour is needed as they don’t appear to be clear in the current road safety literature. 
2.6 Chapter summary  
 This chapter provided an overview of the personal, cultural, legal and contextual 
risk factors that identify the background to understanding the research problem in this 
study.   The review demonstrated that it was evident there are clear gaps in the existing 
literature related to drink driving behaviour among Indigenous people in regional and 
remote settings.  A synopsis of existing programs offered to Indigenous drink drivers in 
Australia, New Zealand/Aotearoa, United States and Canada including information 
related to the program assessment, structure and evaluation outcomes in reducing drink 
driving and other health behaviours was presented in this chapter.  The chapter concluded 
with a brief summary of alcohol-related programs for Indigenous people in Australia and 
the harm reduction measure of the mandatory treatment laws in the Northern Territory.  
Generated from the literature review, four of the five research questions were presented at 
the conclusion of the chapter.   
As noted in the review of the programs for Indigenous people in Australia and 
internationally, the majority of programs are based on the Stages of Change model.  
Chapter Three will review this theoretical model.  The chapter will also provide an 
overview of the alcohol-related treatment model selected to inform the development of a 
research program, the community reinforcement approach.  The chapter will summarise 
why this approach has been nominated as opposed to other models and provide the final 
research question.  
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3.1 Introductory comments 
Chapter Two demonstrates drink driving generally is a complex and 
multifaceted behaviour.  Given what is known about the multitude of factors 
influencing drink driving, it’s not surprising that education in relation to the risks of 
drink driving and standard drinks is not sufficient to effect behaviour change.  It is 
essential that research underpinning road safety and associated programs are well-
grounded theoretically. The majority of existing programs summarised in Chapter 
Two were underpinned by the Stages of Change model.  Reductions in recidivism 
and alcohol misuse among their treatment populations were found in evaluations of 
several programs (refer to Section 2.3.2 and 2.3.3).  Community Reinforcement 
Approach is a model that has been used primarily in the US to inform programs and 
strategies to modify substance misuse behaviour.  The approach has been used as 
part of theoretical underpinning to inform a drink driving program in San Juan, New 
Mexico.  The approach is underpinned by Skinner’s Operate Conditioning Theory.   
This chapter will commence by providing an overview of the Stages of 
Change model.  The limitations of this model to suitably inform the development of 
the ‘Hero to Healing’ drink driving program in Stage Three will be discussed.  This 
discussion will form the basis for the rationale for using the Community 
Reinforcement Approach to inform the basis of the ‘Hero to Healing’ program. A 
summary of the Community Reinforcement Approach will follow, outlining the 
treatment components and evaluation outcomes of the model in relation to alcohol 
and other substance interventions.  
The chapter concludes with discussion about the nature of desistance and 
recidivism.  It is not the purpose of this research to test the Community 
Reinforcement Approach, or to develop a new theoretical model based on existing 
theories.  However, as will be demonstrated in this chapter, the Community 
Reinforcement Approach offers an alternative standpoint to address drink driving 
within the Indigenous context in Australia.  The final question, generated from this 
chapter, research question five, will conclude the chapter.  
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3.2 Stages of Change Model 
The Transtheoretical Model of Change, better known and referred to in this 
document as the Stages of Change model, was created by Prochaska and DiClemente 
(1983).  The model is based on Prochaska’s original investigation into the common 
principles of behavioural change within 18 different theories of psychotherapy 
(Prochaska, 1979).  The is an eclectic approach to change and it provides an 
explanation of how and when individuals stop dangerous, problematic behaviour or 
assume healthy behaviours (DiClemente & Prochaska, 1998).   
Prochaska and his colleagues conceptualise behaviour modification as a 
process rather than an one-off event (Prochaska, DiClemente, & Norcross, 1992).   
The model posits that during this process people are at varying levels of motivation, 
or readiness, to change depending on which stage of change they have reached.  
Furthermore, people will differentially adopt a new behaviour based on their 
respective knowledge, beliefs and motivations relative to the specific behaviour 
(Prochaska & Velicer, 1997). The model is considered to have several dimensions, 
including stages, processes and markers of change (Nidecker, DiClemente, Bennett, 
& Bellack, 2008).   Each stage is defined by certain tasks to be completed before an 
individual moves onto the following stage.  The processes of change represent 
experiences and activities that allowed the movement between the stages.  Other 
variables, or markers of change, have been identified as contributors to behaviour 
change. These include individuals’ levels of self-efficacy, temptation, processes of 
change, and decisional balance.  It is hypothesised these intermediate outcome 
measures may be more sensitive to capturing progress between stage than actual 
behaviour.   
3.2.1 Structure of Stages of Change Model  
As stated above, the Stages of Change model argues that individuals go 
through five stages prior to and during the process of making behavioural changes. 
The five measurable stages of this model are precontemplation (the individual has no 
intention to change the behaviour in the next six months), contemplation (the 
individual has formed the intention to change within the next six  months), 
preparation (the individual intends to take steps to change, usually within a month), 
action (the individual has made a behavioural change for less than six months) and 
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maintenance (the individual has successfully modified behaviour and is working to 
prevent relapse) (see Figure 3.1) (Prochaska & Norcross, 2001).  It is hypothesised 
individuals move through the stages in order, but they may relapse and revert back to 
an earlier stage.  Individuals can also relapse through the stage serval times on the 
path to progress and success (Velicier, Prochaska, Fava, Norman, & Redding, 1998).  
Furthermore, it places prominence on the specific processes that individuals use at 
each stage. A mismatch between strategy and stage may result in a greater 
probability of failure to achieve change (DiClemente, 1991).   
 
 
Figure 3.1 Stages of Change Model 
 
3.2.2 Constructs of Stages of Change Model 
The elements associated with intentional behaviour change that facilitate 
movement through the stages are referred to as the processes or mechanisms of 
change (Prochaska, Velicer, DiClemente, & Fava, 1988).  This involves the 
cognitive-experiential and behavioural approaches useful in helping a person change 
behaviour.  The cognitive-experiential processes represent the ways of thinking and 
feeling that facilitate change. The behavioural processes involve commitment and 
actions designed to break old patterns and engage the individual in the new patterns 
of behaviour (Prochaska et al., 1988).  As with the processes or mechanisms of 
change, other constructs that DiClemente (2003) refers to as the markers of change 
         Precontemplation 
Contemplation 
Action 
Maintenance 
Relapse 
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in the Stages of Change model (i.e. self-efficacy, temptation, and decisional 
balance), are critical indicators of stage status at any point in the change process and 
are substantial contributors to an overall profile of change (Carbonari & DiClemente, 
2000; DiClemente, 2003). 
Self-efficacy and temptation draw upon Bandura’s (1977) self-efficacy 
theory. Self-efficacy is defined as an individual’s level of confidence and capacity to 
organise, control and execute recommended behaviours across a range of potentially 
difficult situations (Bandura, 1977). This level of confidence is hypothesised to be 
low in the early stages and high in the later stages.  This marker has received 
significant attention within drink driving literature. The related construct of 
temptation hypothesises a reverse phenomenon, with the temptation to engage in the 
problematic behaviours high in the early stages and low in the later stages. 
Decisional making was conceptualised by Janis and Mann (1977) as a 
decisional-balance component of the model.  It represents the individual’s personal 
reasons for or against making a behaviour change.  Decisional balance is an 
especially strong indicator of movement through the earlier Stages of Change 
(Prochaska et al., 1994).  When people are in the precontemplation and 
contemplation stages, the model argues that the perceived disadvantages of changing 
outweigh the perceived benefits for the individual.  During the latter stages of model, 
action and maintenance, the pattern changes and the perceived benefits or pros of 
changing behaviour offset the cons (Prochaska et al., 1988). It is important to note 
this difference, as precontemplators frequently do not recognise their behaviour as 
problematic or dangerous.  Any dialogue with the individual about this behaviour 
and discussing strategies and solutions is likely only to increase their resistance to 
change. Miller and Rollnick (2002) state that resolution in a particular direction can 
lead to a paradoxical response, and strengthen the problem behaviour that was 
intended to be addressed.  
3.2.3 Criticisms of Stages of Change Model 
While this model has been shown to be effective for health promotion and the 
development of interventions for different ‘stages’ (Prochaska & Velicer, 1997) 
there have also been criticisms of its operationalisation, development and meaning.   
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A major criticism is that constructs allocated to each of the five stages as an 
amalgam of items share little commonality (West, 2005).  It has also been suggested 
that human functioning is too versatile and multidimensional to be categorised into 
discrete stages (Bandura, 1997).  According to Bandura (1997), a genuine stage 
theory has three defining properties: qualitative transformations across stages, 
invariant sequence of change, and no reversibility. The Stages of Change violates all 
of these requirements.  For instance, Bandura (1997) notes that qualitative 
transformations across stages are violated because the first two stages 
(precontemplation and contemplation) are only different in their degrees of intention, 
while the other stages are graduations of regularity or duration of behavioural 
adoption rather than differences in kind.  Kraft, Sutton, and Reynolds (1999) agreed 
with Bandura and recommended that the model could be reduced to two stages only, 
precontemplation and one that included the remaining stages.  
3.2.4 Limitations of Stages of Change Model for development of programs in 
the Indigenous setting 
There has been a body of research with Indigenous people in Australia which 
demonstrates the value of using the Stages of Change model to provide a useful 
framework for describing substance behaviour and assessing readiness to quit, as 
well as contributing to the aim of developing better interventions (Campbell et al., 
2013).  While the model has been well articulated within psychology and public 
health and its popularity continues, it is considered that the model may not be the 
most appropriate and suitable model to inform health programs for specific 
populations where cultural and historical factors may influence behaviour (Chino & 
DeBruyn, 2006). Therefore the Western-tested models and their resultant programs 
often have limited application in meeting the needs and realities of Indigenous 
communities (Chino & DeBruyn, 2006).   
Cultural obligations to kin and kinship influence identified in drink driving, 
alcohol, tobacco and gambling studies conducted with Indigenous populations in 
Australia and other countries play a key role in the facilitation of these behaviours 
(Brady, 1993; Breen, 2012; Johnston, Westphal, Earnshaw, & Thomas, 2012; Rothe 
et al., 2005).  For instance, engagement in illegal driving practices among First 
Nation communities in Canada (Section 2.2.2) can be initiated by older peers or 
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family members (Rothe et al., 2005).   Attitudes and behaviours within Indigenous 
communities are also to an extent regulated by Elders and leaders in the community.   
As outlined above, the Stages of Change model attempts to alter attitudes and 
beliefs of individuals with the philosophy that this leads to behavioural modification.  
Moreover, the model has a strong focus on the individual, in light of an underlying 
Western ethos that individuals’ behaviour and decision making are ultimately 
independent of others. The model does not consider the importance of culture, 
language, issues of identity and place, and the need for Indigenous peoples to operate 
in both traditional and dominant cultures.  Therefore, treating the individual in 
isolation to improve safer driving practices is not practical as the decision to engage 
in the behaviour is a collective one, not a personal choice.  Whilst modest health 
gains may be possible through programs and brief interventions based on Stages of 
Change model, their potential effectiveness over the long-term can be limited in the 
absence of broader strategies aimed at tackling community-attitudes and behaviours.   
Alcohol-related residential and non-residential treatments for Indigenous 
Australians are now taking greater focus on equipping their participants with skills to 
improve their lifestyle and social environments.  Moreover, the curriculum of some 
treatments is expanding to include cultural components, as opposed to focusing only 
on psycho-social factors.  For example, a study of Oolong house, a residential 
substance abuse treatment centre in New South Wales, has included a range of 
cultural activities and found the cultural components of treatment significantly more 
helpful for Indigenous than non-Indigenous participants (Berry, Crowe, Deane, 
Billingham, & Bhagerutty, 2012).5   The non-residential Grog Mob program in the 
Northern Territory considers a combination of dimensions in a service model to treat 
addiction by enhancing problem solving skills with individuals and families to 
resolve interpersonal and other conflicts (d'Abbs, Togni, Rosewarne, & Boffa, 2013).  
In addition to familial reinforcers, programs such as this also aim to treat other 
health-related behaviour of the individual’s life as opposed to the behaviour of 
                                                             
5 Cultural activities in the program include cultural education in the areas of ancestry, cultural respect, 
hunting and gathering, language, storytelling, cultural identity, traditional artwork, construction of 
traditional musical instruments and weapons, traditional music, cultural dance and visiting culturally 
significant sites. 
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drinking itself.   Alcohol-related treatment programs have evolved from the 
traditional Stages of Change model of treating the participant only to focusing on the 
cultural, lifestyle and familial components of the individual and the family to modify 
behaviour.   
For Indigenous individuals, knowledge related to substances and their 
negative effect on health and wellbeing does not necessarily lead to a desire to cease 
the behaviour (South Australian Department of Health, 2008).  National research 
undertaken during 2001 by the National Aboriginal and Torres Strait Islander 
Tobacco Control Project found that the majority (90%) of participants agreed that 
smoking caused a range of serious illnesses (Lindorff, 2002) suggesting that levels of 
knowledge of harms are high.  However the rates of smoking amongst Indigenous 
people are high, with two in five (41.0%) Aboriginal and Torres Strait Islander 
people aged 15 years and over smoked on a daily basis (ABS, 2013b).   High rates of 
tobacco use in Australian Indigenous communities are also likely to be grounded in 
historical influences and cultural factors combined with personal circumstances that 
may include habit, boredom, addiction, anxiety and depression.  The Stages of 
Change model by design, holds a different philosophy; that progression through the 
stages requires changes in one’s knowledge and beliefs about a particular behaviour 
(DiClemente & Prochaska, 1998).  For example, to progress from precontemplation 
to contemplation, an individual must know at the very least, that the behaviour is 
detrimental to their health.  Taken together, it is suggested that improving an 
individual’s knowledge capacity regarding risks to self and others related to drink 
driving and alcohol misuse may not be sufficient to encourage all participants to 
modify their behaviour.  
Lastly, the Stages of Change model focuses on conscious decision making 
and planning processes and neglects the role of reward and punishment (West, 
2005).  Unhealthy habits become entrenched and semi-automated through a repeated 
reward and punishment system.  These processes operate outside conscious 
awareness and do not follow decision-making rules such as weighing up costs and 
benefits.  Hence, a more suitable model to inform behavioural change among 
Indigenous peoples may be the Community Reinforcement Approach which 
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acknowledges the importance of community values in encouraging and maintaining 
change.    
The Community Reinforcement Approach is unlike models such as the 
Stages of Change, as it is not a cognitive-behavioural model.  Rather, the approach 
focuses on changing an individual’s external environment or ‘community’.  
Essentially, the goal is to rearrange environmental contingences such that sober 
behaviour becomes more rewarding than drinking behaviour. 
3.3 Community Reinforcement Approach 
The Community Reinforcement Approach is a comprehensive behavioural 
treatment for individuals with substance misuse issues developed by George Hunt 
and Nate Azrin approximately four decades ago (Hunt & Azrin, 1973).  As the name 
implies, Community Reinforcement Approach is founded on the belief that an 
individual’s ‘community’ (e.g., family, friends) plays a significant role in reinforcing 
(rewarding/supporting) recovery (Meyers, Smith, Serna, & Belon, 2013).  Overall, 
the goal is to assist people to re-arrange their lifestyles so that healthy, alcohol and 
drug free living becomes rewarding and thereby contends with alcohol and drug use.   
Unlike other models such as the Stages of Change model, Community 
Reinforcement Approach is not considered to be a cognitive-behavioural treatment 
as it does not focus on cognitions (Meyers et al., 2013).  Programs framed using the 
approach utilise familial, social, recreational and occupational reinforcers to aid 
participants in the recovery process.  Rather than focusing specifically on discussing 
the problem behaviour, participants are encouraged to learn new skills and set 
various short and longer term goals.  The development of alternative rewarding 
social activities which are incompatible with substance use is essential to initiate and 
maintain abstinence (Schottenfeld, Pantalon, Chawarski, & Pakes, 2000).   
The approach is underpinned using a variety of models including Skinner’s 
operant conditioning paradigm.  As a behaviourist, Skinner (1974) considered 
punishment to be an ineffective method for modifying human behaviour since 
internal thoughts and motivations could not be used to explain behaviour. Rather, 
Skinner posited that one should focus on the external, environmental causes for the 
behaviour as opposed to attending to the internal thoughts and motivations.  
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Reinforcement was considered to come in two forms: positive and negative (see 
Figure 3.2).  Positive reinforcement is favourable events or outcomes that are given 
to the individuals after the desired behaviour (i.e. praise, rewards).  Negative 
reinforcement typically is characterised by the removal of an undesired or unpleasant 
outcome after the desired behaviour.  The goal for both the reinforcement types is for 
the positive behaviour to increase.  In contrast, punishment’s objective is for the 
behaviour to decease.  Operant reinforcement is most effective when it rapidly 
follows correct or desired responses.  
 
 
Figure 3.2. Skinner’s Operant Conditioning  
 
3.3.1 Overview of the treatment components 
As noted above, the Community Reinforcement Approach is a broad-
spectrum treatment which attempts to re-arrange the participant’s lifestyle.  To 
achieve this goal, the approach combines a variety of treatment strategies that do not 
force the participant into admitting their addiction.  The treatment components of the 
approach have been incorporated over a series of time (discussed in Section 3.5).  An 
overview of the treatment components is given below.   
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3.3.1.1 Community Reinforcement Approach Functional Analysis 
Functional Analysis is a process of identifying the environment in which 
substance misuse behaviour occurs.  Between the therapist and the participant, the 
external (people, places, times) and internal (thoughts, feelings) elements that are 
typically associated with drinking or drug use episodes, particularly those that 
represent high-risk situations, are mapped out.  The details of the behaviour are 
outlined and the consequences of the behaviour are explored.  In doing so, this 
examination provides the participant with the opportunity to access psychological 
and environmental conditions which reinforce sobriety and discourage substance 
misuse (Azrin, 1976).  This can sometimes be the first time someone has focused on 
the patient’s good behaviours, thereby having a positive effect on motivation and 
self-efficacy.  
3.3.1.2 Sobriety Sampling 
Abstinence has often been regarded as the only possible outcome for 
individuals who abuse alcohol.  However, confronting the problematic behaviour can 
be largely ineffective in decreasing alcohol and other substance misuse (Miller & 
Wilbourne, 2002) and may result in individuals leaving treatment prior to 
completion.  Sobriety sampling takes a different approach, negotiating a time-limited 
period of sobriety with the individual (Azrin, Sisson, Meyers, & Godley, 1982).  
Once the participant has identified factors that underlie the motivation to change his 
or her drinking, the therapist moves to setting goals for achieving abstinence. During 
the period of abstinence, the required behavioural skills are taught and the 
reinforcing aspects of a drug-free lifestyle are emphasised.  As part of this abstinence 
sometimes disulfiram (prescribed by a physician, the medication causes an acute 
physical illness that can range from mild to very severe if a person who is taking it 
drinks alcohol) is recommended.  Depending on the participant’s intentions, the 
program is flexible and does not need to include disulfiram. 
3.3.1.3 Community Reinforcement Approach Treatment Plan 
The Happiness Scale is the first of two instruments that form the foundation 
of the treatment plan. It asks the participant to rate current happiness for each of 10 
life categories: drinking (or drug use), job, money management, social life, personal 
habits, family relationships, legal issues, emotional life, communication, and general 
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happiness. This provides a quick overview of the severity of problems in a variety of 
areas. The Goals of the Counselling Chart follow readily, as the same 10 categories 
are listed again. This time the therapist assists in defining specific goals and 
strategies for achieving them in these areas, while adhering to behavioural guidelines 
and keeping in mind that the overall goal is to increase satisfaction in non-drinking 
areas, so that the role of alcohol and/or drugs as the major determinant of an 
individual’s happiness is diminished. 
3.3.1.4 Behavioural Skills Training 
During the course of assessment and development of the treatment plan, areas 
of behavioural skills deficits that need to be addressed typically become apparent.  
The Community Reinforcement Approach has three main training components: 
problem solving, communications skills and drink/drug refusal.  Problem solving 
aims to teach participants to break down a problem into manageable parts, develop a 
reasonable plan and evaluate the outcome.  Communication Skills are taught by 
describing the components of effective communication while supplying examples, 
by practising the skills in role-plays, and by having the participant apply the skills to 
real-world situations for homework.  Drink/drug refusal entails role-playing of 
assertive refusal to use substances.  The situations selected for practice are often 
based on information about triggers drawn from the earlier functional analysis.  
3.3.1.5 Job-Finding Skills 
The approach focuses on job skills to help individuals obtain suitable work.  
As searching for work can be a solitary concern, the approach creates the opportunity 
for participants to job search in a group environment as a method to improve 
motivation and support during this time (Azrin, Flores, & Kaplan, 1975).  It is here 
participants are assisted to learn interview skills and develop resumes as well as 
swap details of job contacts.  This strategy is incorporated in the approach as it is 
considered that the skills generated from employment can assist people to continue 
abstinence.     
3.3.1.6 Social/Recreational Counselling 
Community Reinforcement Approach therapists assist participants in 
identifying new social activities and encourage them to sample a few.  The intention 
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of this method is to assist participants to discover life could be fun without alcohol 
and to provide increased opportunities for participants to practice new social skills in 
a non-threatening low-risk atmosphere (Hunt & Azrin, 1973).  Sobriety can 
sometimes result in social isolation thereby increasing the chance of relapse.  
3.3.1.7 Relapse Prevention 
This section requires participants to identify a suitable family member or 
friend who is in a position to recognise the participant’s early warning signs for 
relapse and establishing a plan of action for the individual to help deal with an 
impending relapse.  The plan, referred to as the early warning system, should only be 
incorporated into treatment when both the individual and family member agree to the 
terms of the plan and demonstrate support for one another. In anticipating situations 
with elevated relapse potential, various behavioural skills are practised as needed, 
such as drink refusal and problem solving (Meyers & Smith, 1995). In the earlier 
study by Azrin (1976), the buddy was considered to be someone who has been sober 
for at least a year with a desire to help the participant and to be respected by the 
participant (Azrin, 1976).  The buddy or peer-advisor would meet with the 
participant to discuss ways of solving problems that were pressing and relevant to 
staying sober. 
3.3.1.8 Relationship Counselling 
The Community Reinforcement Approach considers the inclusion of partners 
of participants in at least several therapy sessions as worthwhile.  The relationship 
counselling commences with the Relationship Happiness Scale.  The scale asks both 
the participant and their partner to rate their happiness and satisfaction with the other 
person in ten different areas (e.g., social activities, household responsibilities).   
3.3.2 Application of Community Reinforcement Approach   
3.3.2.1 Early patient trials with Community Reinforcement Approach 
In the 1970s and early 1980s Azrin and colleges conducted a series of studies 
comparing the Community Reinforcement Approach to the standard 12-step alcohol 
treatment programs.  The first study that provided empirical evidence of the 
approach’s effectiveness evaluated its use with in-patient alcoholics (Hunt & Azrin, 
1973).  Sixteen participants were recruited from a hospital in the Mid-western region 
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in the United States. The matched-control study compared the original version of the 
Community Reinforcement Approach to non-exposure to this approach.  At the time 
the approach consisted of five treatment components: 1) job counselling, 2) social 
and leisure counselling, 3) assistance in accessing non-drinking reinforcers, 4) an 
alcohol-free social club, and, 5) development of relapse prevention.  Both treatment 
and control participants completed the hospital’s standard didactic program which 
included educational components and the Alcoholics Anonymous (AA) program.  
During follow-up, participants met with their counsellor on a weekly basis extending 
out to monthly with the process allowing collection of data on sobriety employment, 
and social life.  At the course of follow-up the Community Reinforcement Approach 
group self-reported significantly lower percentage of ‘time drinking’ than the usual 
care group (14% versus 79%; p<0.05).  This improvement did not diminish over the 
six month period participants were followed-up. Participants in the Community 
Reinforcement Approach treatment group also spent more time employed (5% 
unemployment compared to 62%) and with their families.  Although the study’s 
findings were preliminary due to the small sample size, the authors of the study 
suggested Community Reinforcement Approach offered an interesting new 
conceptualisation of alcoholism aetiology as it relied upon operant reinforcement 
theory.    
In the second study, Azrin (1976) made several changes to the original 
protocol.  The Community Reinforcement Approach was extended to include four 
new procedures: 1) a prescription for disulfiram to inhibit impulsive drinking, 2) a 
compliance program that monitored and reinforced subjects taking the disulfiram, 3) 
an early warning monitoring program to signal developing difficulties and, 4) a 
buddy system as a source of continued social support (Azrin, 1976).  Further 
modifications to the original Community Reinforcement Approach included delivery 
of the treatment in a group as opposed to an individual format.   
In the similarly designed study, Azrin (1976) followed-up participants over a 
two year period after participants were exposed to the approach or traditional 
treatment.  As a way of ensuring participants were adhering to their treatment, 
corroborative data from family members and friends, as well as employers was 
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collected as part of the follow-up process. The group exposed to the approach (n = 9) 
made greater progress toward reduction in alcohol use than those exposed to the 
standard treatment (n=9).  The treatment participants spent less time drinking (2% of 
the follow-up days) than the control participants (55%).  Treatment participants were 
out of work less often (20% of the time compared to 56% of the time), 
institutionalised and absent from their homes less than their control counterparts (7% 
compared to 67%). The program was also equally effective across the three different 
counsellors who facilitated the sessions.  The benefits to the treatment participants 
were not temporary, with the initial benefits maintained across the two-year follow 
up.  There is some debate about the use of disulfiram in the Community 
Reinforcement Approach.  The use of disulfiram is considered by some to contradict 
the objective of the Community Reinforcement Approach of using behavioural 
modifications as disulfiram contains properties that result in a physical effect when 
individuals consume alcohol.  The addition of the disulfiram component to the 
approach resulted in a reduction of counselling time from 50 hours per participants 
to 30 hours (Azrin, 1976). However, the Community Reinforcement Approach is 
effective for the control of drinking with (Azrin, 1976) or without disulfiram (Hunt 
& Azrin, 1973). 
Moving on from in-patients to outpatients, the third study conducted by 
Azrin and colleagues (1982) had a greater focus on exploring the effects that the 
disulfiram compliance components had on participant progress post treatment. Three 
treatments were compared: 12-step counselling; disulfiram only; and community 
reinforcement approach plus disulfiram.  Additional procedures were added to the 
Community Reinforcement Approach including drink-refusal and sobriety sampling.  
Based on various outcome measures (number of days drinking, number of 
days intoxicated, number of drinks per episode and time away from home), the 12-
step counselling program was again found to be the least effective compared to the 
other two treatments (disulfiram only and community reinforcement approach plus 
disulfiram).  Interestingly, participants from each of the three treatment groups were 
relatively similar in their sobriety.  However as time progressed, the outcomes for 
the treatment groups became greater.  It was noted in the study that drinking seemed 
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to resume when the marital partner declined to supervise the taking of disulfiram, 
suggesting the importance of a partner in the progress of maintaining sobriety.  
3.3.2.2 Greater application of the Community Reinforcement Approach 
In light of the approach’s effectiveness, the use of the Community 
Reinforcement Approach has been extended to treat substance misuse across a range 
of groups including homeless and minority populations.  Smith, Meyers and Delaney 
(1998) offered Community Reinforcement Approach to 106 alcohol-dependent 
homeless participants.  Randomly assigned to either a Community Reinforcement 
Approach condition or the homeless shelter’s standard treatment, participants were 
followed for up to two, four, six, nine and 12 months after intake.  Follow-up with 
the majority of participants was maintained (76% at 12 months). Modifications were 
made to the Community Reinforcement Approach program to better accommodate 
the needs of the population including delivery in a group format, small incentives for 
attendance, and offering independent living skills groups.  The shelter’s standard 
treatment included 12-step counsellors, on-site AA meetings and a job program. 
Throughout, and at the end of that period, participants in the Community 
Reinforcement Approach program had statistically significantly higher continuous 
abstinence rates, ranging from two months to 12 months after intake (Smith et al., 
1998).  In terms of drinks per day, the average number of daily drinks dropped from 
19.0 at pre-treatment to 3.8 at 12 months. There were improvements to housing and 
employment but these were not significantly different compared to the standard 
treatment group.  The study was noted for being cost-effective, with high follow-up 
and low dropout rates.  
As already outlined in Section 2.4.2.2, the San Juan county DWI First 
Offender program utilises a broad range of treatment options in its program and has a 
strong aftercare philosophy (Woodall et al., 2007).  This program, also underpinned 
by the Community Reinforcement Approach, has been found to be effective in 
reducing drink driving recidivism among participants compared to the control group 
not exposed to the program.  It is considered that the value of the Community 
Reinforcement Approach is its flexible treatment approach which allows the 
individual receiving treatment to choose from an extensive menu of treatment 
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options to meet his or her specific needs.  It is this adaptability which enables the 
approach to be used with minority populations.  The DWI program evaluations, 
however, do not capture information from the participants.  Therefore it is difficult to 
ascertain and say with certainty that it is the Community Reinforcement Approach 
which is specifically responsible for the recidivism reduction among the primarily 
Native American drink drivers.  
The limited understanding of which of the mechanisms that make the 
Community Reinforcement Approach effective has been raised as a criticism 
(Meyers et al., 2013). This limitation separates the approach from other models, such 
as the Stages of Change model, where research provides empirical evidence of why 
the stage-based model can be effective. Individual components of the Community 
Reinforcement Approach have been tested including the social club (Mallams, 
Godley, Hall, & Meyers, 1982), job club (Azrin, Philip, Thienes-Hontos, & Besalel, 
1981) and relationship counselling (Azrin, Naster, & Jones, 1973).  Such studies 
have identified reductions in alcohol use (Mallams et al., 1982) and attainment of 
jobs within a short period of time compared to the control group counterparts as 
positive outcomes.  However, these are small studies that are over 30 years old and 
do not appear to include Native American populations.  Studies are underway to 
identify what particular components of the Community Reinforcement Approach 
contribute to its efficacy (Meyers et al., 2013).    
The use of the Community Reinforcement Approach is growing outside of 
the US, including in Australia.  Australian-based researcher Calabria and her 
colleagues (2014) are using the approach specifically with Indigenous Australians.  
As part of their work, the approach has been tailored for use by Indigenous health 
services in rural New South Wales. The first of a four stage qualitative process 
explored the acceptability of the approach (Calabria et al., 2014).  A survey about 
key information on the approach related to content and delivery was conducted with 
116 Aboriginal people recruited through an Aboriginal Community Controlled 
Health Service (ACCHS) or drug and alcohol treatment agency in rural New South 
Wales.  The majority of participants, 95%, indicated that the Community 
Reinforcement Approach was acceptable for delivery in their local community 
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(Calabria et al., 2012).  Participants expressed a preference for counsellors they 
knew and trusted, and who had experience working in their local community. The 
Community Reinforcement Approach was deemed most acceptable for delivery to 
individuals after withdrawal (90%) as opposed to waiting for alcohol rehabilitation 
(68%) or not wanting to attend alcohol rehabilitation (73%) (Calabria et al., 2012).  
It also appeared that the approach was considered suitable for participants referred 
from probation and parole (80%).  Survey participants also recommended that 
Community Reinforcement Approach treatment should consist of five or more 
sessions (45%).  Limitations pertaining to this study included the use of participants 
already attending drug and alcohol services as participants.  Involvement of 
participants who are resistant to attending treatment services or addressing their 
substance misuse may not have received the same results.  The authors 
recommended that the survey should be replicated to collect further evidence about 
its acceptability after trialling a Community Reinforcement Approach intervention.  
 In light of the approach’s acceptability, the next section of the process 
involved eight working group meetings with 22 health care providers from a drug 
and alcohol treatment agency and Aboriginal Community Controlled Health service. 
Additionally, feedback was obtained after the delivery of the Community 
Reinforcement Approach for the purpose of counsellor training (Calabria et al., 
2014).  From the qualitative content analysis, modifications were made to improve 
the suitability of the Community Reinforcement Approach’s content and delivery for 
the regionally-based New South Wales services.  Simplification of technical 
language to reflect the dialogue used and understood in Indigenous communities was 
one of the content recommendations. Delivery considerations included reducing the 
number of individual treatment sessions from 12 to six, inclusion of group sessions, 
and follow-up support for participants six weeks after their completion of the 
Community Reinforcement Approach intervention.  A measure of the success of the 
tailoring process in the study is that now the approach is routinely available through 
the participating agency.    
The natural progression of the assessment of the effectiveness of the 
Community Reinforcement Approach was to progress from treatment of alcohol to 
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treatment of other substance misuse. Combined with another operant method, the 
contingency management program, the Community Reinforcement Approach was 
offered for cocaine dependence.  Vouchers, exchangeable for retail items or services, 
were offered to participants to promote abstinence with clean urine specimens as an 
objective measurable indicator.  A series of trials by Higgins and colleagues (1993) 
compared a Community Reinforcement Approach/voucher condition with standard 
outpatient drug abuse counselling based on the disease model.  Significantly more 
participants in the behavioural treatment than drug abuse counselling completed the 
treatment (at 12 and 24 weeks).  In the randomised comparison, 84 % (n=16) and 
58%  (n=11) of those receiving the behavioural Community Reinforcement 
Approach plus incentive program finished up to least 12 weeks of the program and 
entire- 24 week program respectively.  Compared to the treatment program, the 
completion rates in the control group who received the standard outpatient drug 
abuse counselling based on the disease model were lower for the both the 12 week 
(26% (n=5)) and 24 week (11% (n=2)) program stages (Higgins et al., 1993).   After 
completion of the Community Reinforcement Approach treatment condition, 68% 
and 42% of participants maintained cocaine abstinence at eight and 16 continuous 
weeks respectively.  In regards to the standard counselling group, the comparable 
percentages were only 11% and 5%.  
At the nine and 12 month assessments, the treatment group had significantly 
greater cocaine abstinence compared to the standard drug counselling condition, as 
measured via urinalysis (Higgins et al., 1995). The authors of the study considered 
the use of contingent financial reinforcers as a valuable component of the treatment.  
It appeared the vouchers may have assisted with very high attrition rates of drug-
dependent individuals, which is common in substance misuse studies, as it competes 
with the reinforcing effects of cocaine (Higgins et al., 1995).  
3.3.3 Application of the Community Reinforcement Approach in Stage Three 
As previously outlined, the Community Reinforcement Approach was 
originally designed to be used in a one-to-one therapist context.  Since the approach 
was developed in the 1970s it has evolved to be used as a group program with 
specific populations, including those with chronic and a severe life problem such as 
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homeless people (Smith & Delaney, 2001) and Native Americans (Miller, Meyers, & 
Hiller-Sturmhofel, 1999).  A number of research reviews and meta-analyses of the 
treatment-outcome literature have shown the Community Reinforcement Approach 
to be among the most strongly supported treatment methods (Finney & Monahan, 
1996; Miller et al., 1995).  While it is not fully understood why the Community 
Reinforcement Approach is effective, the success of the approach with high-needs 
groups has been attributed to the approach’s high flexibility.  Allowing the 
participants to choose treatment options that meet their own individual needs allows 
greater treatment control.  Not specifically focusing on the behaviour of alcohol 
allows other areas of the individual’s life to be improved.  Flexibility has also 
afforded the opportunity for programs based on the approach to integrate cultural 
aspects and encourage participation in cultural activities as demonstrated by the San 
Juan DWI program (Woodall et al., 2007).  The Community Reinforcement 
Approach components also reflect strongly held and common values within 
Indigenous communities including maintaining family and social relationships.  
Hence, the ‘Hero to Healing’ drink driving program developed in Stage Three of this 
program of research will be informed by the principles of the Community 
Reinforcement Approach and the strategies used in the treatment.  However, the 
purpose of trialling the program using the Community Reinforcement Approach is to 
explore the suitability of the approach (see Section 4.5.6).  It is not the scope of the 
thesis to test the approach or its effectiveness longer-term to reduce drink driving 
recidivism.   
3.4 The desistance paradigm and recidivism   
Programs for reducing re-offending have been frequently criticised in the past 
for not being based upon empirical evidence.  In response, over the past three 
decades there has been a sustained approach to develop ‘evidence-based’ best 
practices programs for various crimes including drink driving rehabilitation 
programs.   A significant amount of time, resources and attention has been afforded 
to evaluating these offender-based interventions.  While there are continued calls for 
longitudinal studies to evaluate program effectiveness, assessment of these programs 
tends to be short, with limited observational points and focus on a small number of 
outcomes to measure effectiveness.  On occasion, recidivism of offenders exposed to 
 The development of the ‘Hero to Healing’ program     93 
 
 
 
 
the treatment is the only measure of program ‘effectiveness’.  This can make it 
problematic to understand i) if it was the program that led to the desistance of the 
offending and, ii) what in the program assisted the offender to avoid further 
engagement in the specific crime. Reliance on this as a measure is also problematic 
as there is little agreement on the definition and measurement of recidivism or 
desistance from crime. Given that i) one of the aims of criminal justice is to reduce 
crime, and that ii) the vast majority of those people who start to offend eventually 
cease, understanding how and why people desists and why it takes others longer, has 
obvious importance.   
A different way of thinking about evidence-based practice is through the 
‘desistance paradigm’.  This approach, which has an expanding research base 
(Maruna, 2001; Maruna & LeBel, 2010), focuses less on evaluation evidence of 
‘what works’ and has a greater focus on understanding the processes which are 
associated with ‘how change works’ (Maruna & LeBel, 2003).   Desistance from 
crime has been described as an unusual dependent variable for criminologists and 
others working in the field because it is not a one-off event that happens, but rather it 
is the sustained absence of a certain type of event or a process (Maruna, 2001).  
Essentially, desistance is considered to be about ceasing offending and then 
refraining from further offending over an extended period, however, theorists 
researching desistance point out that the process can include relapses, setbacks and 
recoveries (Maruna, 2001; Shover, 1996). 
Structured programs are based on the premise offenders’ exhibit poor 
decision making, problem solving, and general thinking skills and therefore are 
underpinned on the foundation of challenging the erroneous thoughts of offenders 
while teaching offenders new ways of approaching the problems they commonly 
face.  Contrary to this, desistance theorists emphasise ‘we might be better off if we 
allowed offenders to guide us instead, listed to what they think might best for their 
individual struggles out crime, rather than insist that out solutions are their salvation’ 
(Porporino, 2010).   Some offenders consider themselves in traditional programs 
passive receipts who are characterised as deficient, ineffectual and untrustworthy 
(Harris, 2005).  Baim and Guthrie (2014) conclude the ‘desistance paradigm’ sees 
participants (offenders) beyond the risks and dangers that structured programs see 
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them as, rather viewing them in a more positive light than the problems that came 
before. 
Maruna (2001) interviewed 55 men and 10 women who were classified into 
the following groups: 30 participants as desisting; 20 participants who were 
considered to be persisting with the aim to “identify the common psychosocial 
structure underlying [ex-offender’s] self-stories.”  The remaining 15 participants 
were categorised in between desistance and continuing to offend.   The interviews, 
regarding crime and corrections-related experiences were augmented with a 
standardised personality trait questionnaire, a criminal behaviour checklist and a 
social background survey.   A key difference identified was how desisters and 
persisters understood and explained their lives.  Maruna (2001) stated “to desist from 
crime, ex-offenders need to develop a coherent, pro-social identity for themselves. 
Individuals who were able to desist from crime had high levels of self-efficacy, 
meaning that they perceived that they were in control of their futures and had a clear 
sense of purpose and meaning in their lives.” Moreover, some of the individuals 
(desisters) were able to find some restorative value in their previous lives that had 
often included a large amount of time in correctional centres. Lastly, Maruna (2001) 
identified desisters were motivated to use their experiences in constructive manner 
by helping others in similar circumstances to their own to avoid a similar pathway to 
criminal behaviour. 
Farrell (2002) explored the desistance or ongoing criminal activity by a group 
of 199 offenders (referred to probationers in the study) on probation in England.   
Probationers were able to be categorised into three groups based on motivation to 
change: ‘confidents, optimists and pessimists’.  He found that motivation was 
directly related to the number and depth of obstacles an individual is experiencing.  
Obstacles associated with recidivism included habitual use of drug and alcohol, a 
lack of meaningful employment, and the absence of a stable, positive relationship 
(Farrell, 2002).  A range of factors were associated with the end of active 
involvement in offending including good motivation, gaining employment, mending 
damaged relationships, starting new relationships, and other positive social and 
economic factors.   From an operational perspective, Farrall (2002) found few 
probation officers willing to engage in assisting clientele with obstacles related to 
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these matters.   Interestingly, Farrell (2002) found when officers assisted 
probationers with these matters, resolution of the issue was more likely to be the 
outcome compared to if probationers were not assisted.  Farrall (2002) concluded 
probation is most likely to be effective when probationers are supported to acquire 
‘something’ which is valued personally by offenders.  Furthermore, it was suggested 
by the author of the study that interventions can improve the skills of probationers in 
terms of enhanced cognitive skills or improved employability; however, they cannot 
generate the social capital existing in participation and inclusion in society. 
Desistance is not a new concept in criminology and it is also worth noting 
earlier theoretical and empirical work about desistance from crime.   Gottfredson and 
Hirschi (1990) argue that crime declines with age for all types of crimes.  Exploring 
this theory, Gottfredson and Hirschi (1990) state criminal behaviour, including onset, 
frequency and desistance, across time (ageing of the criminal) or what was called 
‘maturational reform’.  For most individuals, participation in ‘street crimes’ like 
burglary, robbery and drug sales generally begin in early teenage years, peaks 
rapidly in late adolescence of young adulthood and dissipates before the person 
reaches 30 years of age (Bottoms et al., 2004).  Gottfredson and Hirschi (1990) write 
“that crime declines with age because of factors associated with age that reduce or 
change the criminality of the actor.” The age theory asserts that crime, independent 
of criminality, declines with age. Other longitudinal studies confirm the same notion.  
Farrington (1992), for instance, found that for the Cambridge study in delinquent 
development  sample, self-reported criminal behaviour peaks at around offenders’ 
late teenager years (ages 17 or 18) and declines sharply as offenders progress from 
youth to young adulthood. This standpoint suggests the trajectory of criminal 
behaviour is not significantly affected by important life-course events including 
relationships, education and employment. 
Another theorised approach of desistance was offered by Moffitt (1993) in 
the 1990s.  Drawing heavily upon the theories of social mimicry, Moffitt offers a 
theoretical explanation that revolves around a taxonomy of two types of offenders.  
The first type of offenders, referred to as ‘adolescence-limited offenders’, are 
involved in offending for a brief period of their life. This group usually starts to 
offend in early adolescence, from around the age of 14, and cease offending fairly 
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soon afterwards. The type of offences committed by this group, are relatively minor 
and this anti-social behaviour is often absent from their younger (under the age of 14 
years) and later years of life.  Moffitt states this group’s offending is situationally-
specific, and can be attributed to their status within modern society, which lies 
uncomfortably between ‘child’ and ‘adult’.   
In contrast to this group, are what Moffitt refers to as ‘life-course persistent 
offenders’ who start to offend much earlier in their lives and continues well after 
their teenage years.  For this small group of offenders, the causes of their offending 
are often due to negative experiences early on in their lives which erode their life 
chances as well as neuropsychological deficits.  Moffitt (1993) goes on to state 
offenders are likely to experience few opportunities to desist from crime and other 
problematic behaviours as they have limited skills, experiences and opportunities 
that could help to re-direct their life paths.  With this background, this group of 
offenders do not desist from crime.    
In summary, Moffitt (1994) argues that “the age of desistance from criminal 
offending will be a function of age of onset of antisocial behaviour, mastery of 
conventional prosocial skills, and the number and severity of 'snares' encountered 
during the foray into delinquency.” Snares are consequences of crime, such as 
incarceration injury, that constrain conventional behaviour. There is a mixed review 
of Mofitt’s taxonomy.  Gottfredson and Hirschi’s reviews of Moffitt’s approach have 
not found unequivocal support.  However, Ezell and Cohen’s study which examined 
patterns of crime among repetitive young offenders, established the existence of a 
group of ‘adolescent-limited offenders' (Ezell & Cohen, 2005).  Different to Mofitt 
(1994), Ezell and Cohen found six different types of persistent offenders and these 
offenders did not offend as often as predicted by Moffitt’s theory (Ezell & Cohen, 
2005). 
Another theoretical strand of desistance, developed by Sampson and Laub 
(1993), is that the relationship between the individual and society, independent of 
age, play a key role in desistance.  The bond is made up of the extent to which an 
individual has emotional attachment to societal goals, is committed to achieving 
them through legitimate means, believes these goals to be worthy, and is able to 
involve themselves in the attainment of such goals. Sampson and Laub (1993) 
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theorise that engagement in offending is more likely when the attachment is 
weakened or broken. This means avoidance of crime is often not the result of 
controlling criminal behaviour, but rather the result of relationships forming outside 
the criminal behaviour that content with the criminal behaviour.    The authors 
theorise that at various points during the life-course during adolescents and 
adulthood, various formal and informal social institutions help to reinforce the 
attachment between the individual and society. For older individuals, employment 
by itself does not support desistance.  Rather, employment in combination with job 
stability, commitment to work and mutual ties between works and employers 
reduces criminality.  For young people, it is school, the family and peer groups that 
influence the nature of the bond between young people and their communities. 
Sampson and Laub (1993) argue these strong bonds could explain why some adults 
go onto desist from criminal behaviour, despite a history of criminal behaviour 
during their earlier, adolescent years.  Significant events in the life course may or 
may not change criminal trajectories of individuals, however, what is important is 
how these life events affect social bonds and informal social control.  In summary, 
the theory contends that life course events matter in the onset, continuation and 
desistance process. 
According to the desistance-related literature, desistance from criminal 
behaviour is a difficult and complex process that is likely to include lapses and 
relapses.  The research related to desistance demonstrates criminal justice processes 
must consider a range of issues to develop effective practices to work with offenders. 
Firstly, these practices must accommodate the individual needs of offenders.  One-
size-fits-all interventions are likely to be ineffective. Desistance of offenders must be 
considered within the context of relationships that matter to offenders.  Maruna and 
LeBel (2003) go further by putting the case forward for the development of 
strengths-based (rather than needs-based or risk-based) narratives and approaches. 
Drawing on both psychological and criminological evidence, focusing on the 
positive contributions offenders can create including ‘making good’ with their 
communities and protecting future interests may enhance compliance with 
conditions related to sentencing and to encourage offenders to achieve ‘earned 
redemption’.  Programs and related interventions should encourage and respect self-
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determination.  Lastly, drawing on the work of Farrall (2002), probation should work 
on helping offenders overcome the obstacles they experience and assist them to 
develop ‘social capital’ or support the practice of new positive self-identities. 
3.5  Research question five 
Research question five: Is the community reinforcement approach an appropriate 
frame for the ‘Hero to Healing’ program and could it assist Indigenous people in 
regional and  remote communities to desist from drink driving? 
The review of literature in this chapter has highlighted some of the 
limitations of using the Stages of Change model to underpin programs to treat drink 
driving among Indigenous people in regional and remote communities.  As outlined 
above, Stage-based programs are heavily focused on modifying individual cognitions 
and attitudes. While some stage-based programs have been able to incorporate 
cultural aspects, they remain primarily interested in modifying cognitions without 
encouraging tangible skills or changing community values.  The Community 
Reinforcement Approach may be a novel method of treating drink driving among 
Australia’s Indigenous people.  
3.6 Chapter summary 
Chapter Three summarised two different frameworks used to underpin drink 
driving- and substance misuse-related behaviours.  There were a number of key 
differences between the Stages of Change model and the Community Reinforcement 
Approach.   Specifically, the Stages of Change model has a specific focus on 
modifying individual cognitions, attitudes and knowledge base.  Contrary to this, the 
Community Reinforcement Approach is underpinned on the philosophy the 
environment and community can modify the individual’s behaviour.  It appears the 
Community Reinforcement Approach is the most appropriate framework to inform 
the development of the program.  The chapter concluded with a discussion about the 
nature of desistance and recidivism. The next chapter, Chapter Four, will provide an 
overview of the papers comprising the program of research.  Specifically, the six 
papers reporting the main research findings and their relationship will be positioned. 
 
 
 The development of the ‘Hero to Healing’ program     99 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 The development of the ‘Hero to Healing’ program     100 
 
 
 
 
Chapter Four: Overview and Scope of the Program of Research 
4.1 Introductory comments............................................................................ 102 
4.2 Aims of the research program.................................................................. 102 
4.3 Overview of the thesis structure.............................................................. 102 
4.4 Description of the three stages of research.............................................. 103 
 4.4.1 Stage One: Development of a profile of Indigenous drink     
         drivers............................................................................................. 
  
104 
 4.4.2 Stage Two: Understanding the psycho-social, cultural and  
         contextual factors for Indigenous drink driving in regional and       
         remote areas.................................................................................... 
 
 
105 
 4.4.3 Stage Three: Development and piloting of 'Hero to Healing'  
         drink driving program for Indigenous regional and remote    
         communities.................................................................................... 
 
 
106 
4.5 Organisation of papers............................................................................. 107 
 4.5.1 Paper One........................................................................................ 108 
 4.5.2 Paper Two…................................................................................... 109 
 4.5.3 Paper Three……............................................................................. 110 
 4.5.4 Paper Four…………………........................................................... 111 
 4.5.5 Paper Five....................................................................................... 112 
 4.5.6 Paper Six......................................................................................... 113 
4.6 Compliance with QUT-by-publications regulations………………….... 113 
4.7 Inclusion of and compliance with the NHMRC Road Map principles.... 114 
 4.7.1 The non-Indigenous researcher, cultural positionality and 
development of the project concept......................................................... 
 
115 
 4.7.2 Consultation and engagement........................................................ 117 
 4.7.3 Implementation of the PhD program of research........................... 118 
 4.7.4 Data collection................................................................................ 121 
 4.7.5 Program delivery and feedback of findings.................................. 122 
4.8 Chapter summary.................................................................................... 126 
 
 
 
 The development of the ‘Hero to Healing’ program     101 
 
 
 
 
4.1 Introductory comments 
This chapter commences by providing a summary of the research aims and 
overview of thesis structure.  The chapter continues with a description of the 
methods used in the three stages, which consisted of quantitative and qualitative 
methods.  A summary of each of the six papers which comprise the thesis-by-
publication is presented, including the association of each paper with the research 
aims and research questions (see Table 4.1).  As part of the same section, an outline 
of the Queensland University requirements for PhD-by-publications and how the 
student has met these requirements is provided. Lastly, the chapter will conclude 
with a positionality statement as well as a description of Australia’s National Health 
and Medical Research Council’s (NHMRC) ‘Road Maps I and II: Strategic 
Framework for Improving Aboriginal and Torres Strait Islander Health through 
Research’ and how the six principles were met during the research project.  
4.2 Aims of the research program 
The aims of the research program, which are stated in Section 1.6.2, are 
related to the overreaching need to develop a feasible and appropriate drink driving 
program for Indigenous Australians living in regional and remote communities.  
Specifically there is a need to more fully understand the drink driving behaviours of 
Indigenous people in regional and remote communities, and the nature and extent of 
the social, cultural and personal influences upon their drink driving.  The research 
questions, as detailed in Section 2.5 and 3.5, emerged from the literature review and 
the appraisal of theoretical frameworks in Chapter Two and Three respectively, and 
provide the focus to achieve the research aims.  
4.3 Overview of the thesis structure  
Chapter One outlined the current size of the problem of road injuries and 
fatalities among Indigenous people in Australia and the contribution alcohol makes 
to these.  It also provided evidence that the existing deterrence-based 
countermeasures, though regarded as having a good impact on mainstream offenders, 
are not effective in changing drink driving behaviour of drink driving in Indigenous 
communities or addressing the broader contextual factors that are likely to maintain 
it.  Chapter Two demonstrates the need for a more extensive and comprehensive 
understanding of Indigenous drink driving.  There are a number of transport agency 
reports that have provided evidence for an overrepresentation of Indigenous people 
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in drink driving statistics generally and other studies have linked being of an 
Indigenous background with a greater likelihood of drink driving recidivism.  
However, these government agencies and studies do not provide any detailed 
information about the specific characteristics of people who comprise this sub-group.  
The chapter provided a summary of the existing drink driving programs offered 
across Australia as well as some of the drink driving programs offered to Maoris in 
New Zealand/Aotearoa and Native Americans in the US.  This chapter also provided 
a synopsis of the alcohol treatment programs available to Indigenous Australians.  
 Chapter Three presented the key theoretical model used to inform the design 
of the reviewed Australian and international drink driving programs presented in 
Chapter Two, the Stages of Change model.  Moreover, it presented the Community 
Reinforcement Approach model.   It drew attention to the limited suitability of the 
Stages of Change models  and provided an argument for why the Community 
Reinforcement Approach was the most appropriate approach to adopt to develop the 
‘Hero to Healing’ program.   
Chapters Five to Ten contain the six papers from the three stages of the 
project.  Chapter Eleven is a general discussion of the findings of the research 
program, including the practical and theoretical implications, and strengths and 
limitations of the research program.  Future research directions are also addressed. 
4.4 Description of the three stages of research 
The next section describes each of the three stages of the research.  Table 4.1 
summarises the three distinct research stages, the research methodology utilised in 
each of the six papers comprising this thesis (qualitative or quantitative), and the 
alignment of each paper with the three aims of the program of research and the five 
research questions designed to inform these aims.  As can be seen, the papers have a 
logical flow and all inform the overall aim of the research program to develop a 
feasible and appropriate drink driving program for Indigenous communities.   
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Table 4.1 Research states and alignment with the research aims and questions 
for each paper comprising the thesis by publication 
  Paper/ Manuscript 
       1 2 3 4 5 6 
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Note:  Quan (Quantitative); Qual (Qualitative) 
 
4.4.1 Stage One: Development of a profile of Indigenous drink drivers 
 
Stage One is epidemiological in nature and provided the foundation for the 
research program.  This stage comprises two phases.  The first phase of this Stage 
was to examine the data on drink driving convictions of Indigenous people in 
Queensland to identify the prevalence of drink driving among this group.  A profile 
of the data by available offence and offender characteristics was developed to 
identify sub-groups within the population that require more attention for tailored 
countermeasures.  Analysis in this stage used a range of univariate analyses on 
gender, age, court location and region (based on the accessibility/remoteness index 
of Australia), blood alcohol concentration and sentencing severity.  Multivariate 
logistic regression adjusted for confounding variables. 
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Following this, the second phase identified the distinct sub-groups of 
offenders who committed multiple drink driving offences. From a legal standpoint in 
Queensland, the term ‘recidivist’ refers to an individual who has incurred more than 
one drink driving conviction in the last five years (DTMR, 2011).  As the data was 
de-identified, deterministic linkage was used to match individuals to multiple 
convictions.  Date of birth, gender, specific Indigenous status (Aboriginal, Torres 
Strait Islander or both Aboriginal and Torres Strait Islander) and sentencing court 
location were used to match convictions committed by the same individual.  All 
offenders were assigned a code on the basis of number of offences to distinguish the 
repeat offenders (value=1) from first offenders (value=0).  The offences of 
individuals classified as repeat drink drivers were arranged in chronological order, 
and the data related to the first offence was then used to conduct the statistical 
comparisons with first time offenders. Analysis in the second stage used a range of 
univariate analyses to compare first time and repeat offenders on gender, age, court 
location and region (based on the accessibility/remoteness index of Australia), blood 
alcohol concentration and sentencing severity.  Again, multivariate logistic 
regression adjusted for confounding variables. 
The information from both phases was used to inform the selection of 
geographical locations where Stages Two and Three should be conducted.  Figure 
4.1 displays which papers are associated with reporting the research carried out 
during Stage One. 
4.4.2 Stage Two: Understanding the psycho-social, cultural and contextual 
factors for Indigenous drink driving in regional and remote areas 
 
Stage Two was primarily qualitative in nature. Semi-structured interviews 
(see Appendix B) were conducted with Indigenous people who have a history of 
drink driving in order to explore which psycho-social, cultural and contextual aspects 
of Indigenous drink driving in regional and remote areas are associated with creating 
and sustaining the behaviour as well as the interplay between the factors (see Figure 
1).   Chapter Two identified that while there were existing studies demonstrating 
culturally-specific content and processes appear to be important to the effectiveness 
of programs for Indigenous offenders, it is unclear which aspects of these programs 
make them effective in reducing recidivism.  None of the evaluations of the New 
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Zealand and North American programs provide evidence about which components of 
their programs are the most valued by Indigenous participants, or which have had the 
greatest effect.  The limited information regarding behaviour-change processes 
makes it unclear if it was the cultural components which assisted Indigenous 
participants to cease from future drink driving or if it was other program mechanisms 
which supported Indigenous participants to modify their behaviour and make the 
appropriate changes. Therefore, exploration of the factors that promote resiliency 
among Indigenous drink drivers and were perceived as assisting them to cease the 
behaviour was also captured. 
‘Yarning’ style interviews were considered to be the most appropriate form 
of data collection.  It also allows for a good level of personal expression and 
individuality in the conversations and is a method that has been used previously by 
others to work across cultural barriers (Lee et al., 2009).  Thematic analysis of the 
interview transcripts was conducted by the first author (MF) using an interpretive 
framework.  While there are some studies that provide initial information on the risk 
factors for drink driving (outlined in Chapter Two), there is limited understanding of 
the factors associated with drink driving.   Thematic analysis was considered to be 
the most appropriate form of analysis as it allowed the themes to emerge naturally 
and allowed the author to give voice to the participants’ perspectives without 
imposing existing theoretical constructs. 
4.4.3 Stage Three: Development and piloting of 'Hero to Healing' drink driving 
program for Indigenous regional and remote communities 
As part of Stage Three, a program manual and guidelines for the ‘Hero to 
Healing’ program were developed, with the program trialled in two communities as 
part of a process evaluation.  The program content was informed by i) the findings 
from Stages One and Two (see Figure 4.1) and ii) the treatment strategies used in the 
Community Reinforcement Approach.  As outlined in Section 3.5, Community 
Reinforcement Approach is a behavioural treatment that uses familial, social, 
recreational and occupational reinforcers to aid individuals to address their alcohol 
misuse.  A trial for the program was held in one regional and remote Indigenous 
community in Far North Queensland in September 2013.     
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At the end of the program focus groups and individual interviews with drink 
driving participants and other attendees (e.g., Elders and community members) were 
conducted to collect feedback regarding relevancy of the program content, as well as 
recommendations for other material and amendments to further tailor the delivery of 
content. A series of open-ended questions was used to prompt discussion on 
expectations, perceptions, feelings and experiences to determine short-term 
perceptions of the content and delivery.   Interviews and focus groups were audio-
recorded to retain verbatim.  Content analysis was conducted to identify the main 
findings under the key questions, and on the most appropriate quotes to illustrate 
findings.  
4.5 Organisation of papers 
The papers are organised according to the three distinct stages of the research 
program.  As shown in Figure 4.1, Papers One and Two pertain exclusively to Stage 
One; Papers Three, Four, and Five report the findings of the research of Stage Two 
only; and Paper Six presents findings from Stage Three.  The order of the papers 
(summarised in Figure 4.1) reflects the interrelationship between the three studies to 
achieve the primary aim of the research project, to develop a drink driving program 
that i) identifies with the lived social and cultural experiences of Indigenous people 
convicted of drink driving; and, ii) is delivered in a method that is appropriate and 
could effectively assist Indigenous people in regional and remote communities to 
desist from drink driving.   Below a summary of each paper (aim and key findings) is 
discussed. 
 
 
 
 
 
 
 
 
 
 
 
 The development of the ‘Hero to Healing’ program     107 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 4.1 Organisation of the thesis-by-publication within the three studies 
 
4.5.1 Paper One 
Fitts, M.S., Palk, G.R., Lennon, A.J., & Clough A.R. (2013). Prevalence and 
characteristics of Indigenous drink-driving convictions in Queensland, Australia. 
Road & Transport Research: A Journal of Australian and New Zealand Research 
and Practice, 22 (2), 40-51. 
Paper One (Chapter Five) was the first published research study investigating 
the prevalence of drink driving among Indigenous people in Queensland (research 
question one) using routinely collected data on Indigenous drink driving offences 
(supplied by the Department of Justice and Attorney-General, Brisbane, Australia).  
It was important that this study was undertaken at the outset of the research program 
for a number of reasons. Given the anecdotal evidence that drink driving is more 
prevalent in rural and remote Indigenous communities (as outlined in Chapter Two), 
Paper 1: Prevalence and Characteristics 
of drink driving convictions 
Paper 2: Characteristics of repeat drink 
drivers 
STAGE ONE: Development of a profile of 
Indigenous drink drivers 
STAGE TWO: Understanding the psycho-social, cultural and contextual 
factors for Indigenous drink driving in regional and remote areas 
 
Paper 3: Motivational  
factors sustaining drink driving 
 
Paper 4: Attitudinal and contextual 
risk factors 
Paper 5: Factors supporting drink 
driving desistance 
 
STAGE THREE: Development and piloting of 'Hero to Healing' drink driving 
program for Indigenous regional and remote communities (Paper 6) 
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it was important to validate these claims.  This study was also important to complete 
at the outset, as analysis of the data identified communities where drink driving was 
higher.  On this basis, this provided the opportunity to approach these communities 
seeking support to conduct qualitative investigations.   
Data analysed in the paper comprised all prosecuted cases for driving under 
the influence of alcohol between 2006 and 2010 within all Queensland courts.  Data 
was supplied in de-identified form.  As well as offender date of birth, gender, and 
Indigenous status, information included court system and type, dates of offence and 
conviction, sentencing court location, charge number, year of offence, offence code, 
and a description of the outcome.  The paper addressed research aim one, as it 
identified associations between particular offender personal characteristics and 
offence geographical characteristics.  There were 9,323 convictions, of which the 
majority were for male persons (77.5%).  Half (52.6%) of the convictions were of 
persons <25 years.  Age was significantly different across the five regions for males 
only, with a larger number of convictions in the ‘very remote’ region of persons over 
40+ years of age.  Increased remoteness was linked with high range BAC                
(≥ 0.15g/100ml) convictions for both males and females.  Monetary penalties were 
the primary sentence received in all regions.  Results reported in the paper were 
important to the field as they help explain the higher rate of serious injuries and 
fatalities related to road crashes among Indigenous Australians that has been 
reported in previous literature (Henley & Harrison, 2013).  
4.5.2 Paper Two 
Fitts, M.S., Palk, G.R., Lennon, A.J., & Clough, A.R. (2013). What are the offence 
and offender risk factors for Indigenous repeat drink drivers in Queensland?  Journal 
of the Australasian College of Road Safety, 24 (2), 39-47.      
 
The main objective of the second section of Stage One was to investigate the 
characteristics of repeat drink drivers among the Indigenous population in 
Queensland (research question two).  Analysis of the data identified a high risk 
period for recidivism between the first and second offence.  This was an important 
finding in relation to informing the recommendations for implementation of the 
‘Hero to Healing’ program.  In particular, this information was valuable in deciding 
the most critical period for supporting drink driving offenders in order to minimise 
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risks of re-offending.  The study built on existing research by Trimboli and Smith 
(2009) that noted that being of Indigenous background was a predictor of drink 
driving recidivism, extending the field by providing evidence that the characteristics 
of Indigenous drink drivers differ from the general Queensland drink driver 
population.  As with Paper One, Paper Two (Chapter Six) also utilises the data on 
drink driving convictions from the Department of Justice and Attorney General. As 
mentioned above (Section 4.4.1), all offenders were assigned a code on the basis of 
number of offences to distinguish the repeat offenders (value=1) from first offenders 
(value=0).  The offences of individuals classified as repeat drink drivers were 
arranged in chronological order, and the data related to the first offence (index 
offence) was used to conduct the statistical comparisons with first time offenders.   
In this regard, Paper Two reported the contributions of the research program 
to research aim one by providing preliminary information regarding associations 
between geographical location and personal characteristics and drink driving 
recidivism among Indigenous people in Queensland. Results in this paper also 
informed the decision to concentrate research efforts in Stages Two and Three in 
more isolated geographical locations.  Directing investigation efforts towards the 
outer regional and remote communities would help to build on the speculative 
interpretations made in this paper and identify possible unique risk factors associated 
with drink driving and living in higher isolated areas.  
4.5.3 Paper Three 
Fitts, M.S., Palk, G.R., Lennon, A.L., & Clough, A.R. (2013). Why do Indigenous 
Australians drink and drive? A qualitative exploration of self-reported influences on 
drink driving behaviours of Indigenous Australians from remote communities. In 
Proceedings of the Canadian Multidisciplinary Road Safety Conference Proceeding. 
Montreal, Canada, 26-29 May. 
 
Paper Three (Chapter Seven) was the first of two papers reporting the 
qualitative findings from the interviews conducted with Indigenous drink drivers in 
Far North Queensland.  As described above, the earlier research found a higher rate 
of drink driving and recidivism among Indigenous offenders living in regional and 
remote areas compared to those living in urban settings.  To further understand these 
findings, the nature and influence of drink driving in these locations was 
investigated.  Information was gathered through semi-structured interviews with 
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Indigenous people who had a history of drink driving.  The interview schedule 
examined drink driver cognitions, attitudinal and contextual factors, as well as 
resiliency factors that reduce or prevent further drink driving (research aim two).   
In total, 49 drink drivers in two regional and two remote communities agreed 
to be interviewed. Findings from these interviews are also reported in this paper as 
well as the following two papers (Chapters Eight and Nine).  Findings reported in 
Paper Three were pivotal in realising research question three, which sought to 
identify the psycho-social, cultural and contextual factors that influence and maintain 
drink driving among Indigenous people.  Thematic analysis revealed two major 
themes in relation to underlying motivations to drink drive: ‘Being the hero’ and 
’Obligations to kin’.  The latter theme was primarily linked to perceptions of kinship 
obligations, manifested in situations where a younger person was requested by a 
senior family member to drive after drinking.  These requests were often not 
avoidable and associated with family or communal activities and socialising. 
Another motivation, particularly among younger men, was the bravado mentality 
whereby the driver was ‘showing off’ in front of other peers and did not necessary 
have an intended destination, referred to as ‘being the hero’.  These findings 
provided evidence as to why existing traditional drink driving programs, primarily 
focused on the individual, may not be as effective for Indigenous participants.  One 
conclusion drawn in this paper was that, in order to be effective, strategies and 
treatment programs that target Indigenous drink drivers may need to involve a 
broader community audience as well as focus on the extended family and its role in 
assisting or hampering the individual offender. 
4.5.4 Paper Four 
Fitts, M.S., Palk, G.R., Lennon, A.J., & Clough, A.R.  Role models, risk 
management and alcohol restrictions: Attitudinal and contextual factors contributing 
to drink driving in Indigenous communities in Far North Queensland, 
Australia.  Accident Analysis and Prevention. (Under review)       
Paper Four (Chapter Eight) builds on the previous paper which identified two 
key motivational elements that perpetuate this complex and multifaceted behaviour 
by describing attitudinal and contextual factors that contribute towards creating drink 
driving behaviour in regional and remote Indigenous communities (research question 
three). Cognitive–behavioural programs aim to influence knowledge, attitudes and 
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behaviours used to justify unsafe practices or rationalise their effects.  This paper 
will help to inform the components needed in the program curriculum to challenge 
such attitudes.  The paper also provides insight into remote communities that have 
legislative alcohol prohibition, a unique contextual environment.  As such, the 
research findings build on existing Australian and international literature that 
suggests alcohol management is contributing to drinkers taking greater risks towards 
themselves and others in order to have access to alcohol.  The program content 
(Stage Three) must cater for this associated behaviour and the beliefs and feelings of 
community members towards alcohol management.  In addition to informing the 
program, the research findings can also assist to inform broader preventive 
strategies.  The findings advocate for a multi-pronged approach, with an additional 
focus on parents and broader educational road safety campaigns to change the social 
tolerance of drink driving within sub-sections of Indigenous regional and remote 
communities to one that is considered unnecessary and unsafe.  
4.5.5 Paper Five 
Fitts, M.S., Palk, G.R., Lennon, A.J., & Clough, A.R. Breaking the cycle:  Factors 
supporting Indigenous Australians to desist from drink driving.  (Manuscript 
constructed) 
Paper Five (Chapter Nine) was the third and final paper that analysed the 
qualitative data collected during Stage Two.  It is the only paper in the thesis that 
reported on the factors that promoted resiliency for Indigenous drink drivers to desist 
from the behaviour, thereby contributing to research question four.  This paper is 
particularly pertinent to informing appropriate program content (research aim three).  
Along with the findings from this program of research, the ‘Hero to Healing’ 
program will be framed within the context of the Community Reinforcement 
Approach.  This treatment is based on the belief environmental contingencies can 
play a powerful role in supporting or discovering drinking or drug-using behaviour 
(Smith et al., 2001).  Taking an incentive-based approach, the goal is to encourage 
the participant to change multiple aspects of their lifestyle so that abstinence 
becomes more rewarding than drinking. ‘Hero to Healing’ will utilise the familial, 
social, and cultural reinforcers reported by Indigenous participants in this paper as 
promoting their resiliency to aid program participants in their own recovery process 
to cease drink driving. 
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4.5.6 Paper Six 
Fitts, M.S. & Palk, G.R.  ‘Hero to Healing’ drink driving program for Indigenous 
communities: A pilot study in Far North Queensland. Health Promotion Journal of 
Australia.  (In press)    
 
Paper Six (Chapter Ten) was the only paper that reported on the pilot of the 
drink driving program in Cape York and Cairns Region, Queensland (research aim 
three).  As mentioned above, ‘Hero to Healing’ was developed from the earlier 
findings from Stages One and Two. Underpinned by the Community Reinforcement 
Approach, the program comprises four sessions which focus on the social and 
psychological impact of drink driving, kinship pressure, risk taking, pre-colonial 
Indigenous values, general alcohol problems as well as alcohol and cannabis 
education.  This paper reports on the process evaluation of the program delivery and 
content. A participant-observation approach was conducted and qualitative data was 
collected regarding the view of participants and other audience members through 
focus groups and individual interviews.  A total of 17 drink driver participants took 
part in the program, along with other (n=8) invited community members.   From 
piloting the program, the key risk and protective factors identified in Papers Three, 
Four and Five were reinforced as participants were able to strongly identify with the 
content (research questions three and four).  Developing the program through a 
collective approach using Community Reinforcement Approach appeared to be an 
effective method (research question five).  Recommendations were made by 
participants to extend the program to have more information related to drug driving 
as well as other potential drink driving risk factors including relationship issues and 
violence (research question three). 
4.6 Compliance with QUT-by-publications regulations  
As stated in Chapter One, this PhD is by publications.  According to the Queensland 
University of Technology PhD Regulation 14.2.1-3, it states:  
14.2.1 The thesis may be comprised of published papers, manuscripts 
accepted for publication, manuscripts submitted for publication or under 
review.  
14.2.2 The minimum number of papers and/or manuscripts is normally three. 
However, in some disciplines a larger number of papers is required to meet 
the expectations of scope and quality commensurate with PhD-level research. 
 The development of the ‘Hero to Healing’ program     113 
 
 
 
 
At least one paper must have been published, accepted, or be undergoing 
revision following refereeing. The faculty research committee is the source of 
appropriate advice to PhD candidates with respect to disciplinary norms in 
these matters.  
14.2.3 Where the papers have multiple authorship, the candidate must be 
principal author on at least two of the three papers and have written 
permission of the co-authors. 
The student has met all three regulations as:  
i) The thesis is comprised of six pieces of work, all of which she is the 
principal author, and,  
ii) Three manuscripts have been published, with one manuscript and one brief 
report currently under review.    
4.7 Inclusion of and compliance with the NHMRC Road Map principles 
Australia’s National Health and Medical Research Council’s (NHMRC) 
‘Road Maps I and II: Strategic Framework for Improving Aboriginal and Torres 
Strait Islander Health through Research’ have developed researcher guidelines to 
ensure the needs and concerns of Indigenous Australian (Aboriginal and Torres 
Strait Islander) communities are met (NHMRC, 2003; 2010).   The guidelines 
comprise six principles relating to ethical research with Indigenous Australian 
communities: communication, conduct, ethics, capacity exchange, models of success 
in a ‘whole of life’ concept of health, with the overall objective to make research 
more relevant to the people and communities involved.  The six principles are:  
• Health being conceived of as “… not just the physical wellbeing of the body but 
a whole of life view, which embraces the life, death, life concept.” 
• Community involvement in the development, conduct and communication of the 
research. 
• Communication of research plans, progress and results. 
• Ethical research aiming to be of practical value to Aboriginal and Torres Strait 
Islander peoples and their service providers.  
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• Research support including the enhanced development of skills, knowledge and 
capacity in the Aboriginal and Torres Strait Islander research workforce. 
• A focus on identifying ‘positive models’ or examples of success. 
Below is a summary of i) why and how the project was developed and ii) the 
research practices conducted to ensure the six NHMRC principles were met 
throughout the life of the project.  Following a similar method by Fitts and 
colleagues (2015), a table has been constructed to illustrate the activities conducted 
during the project and how these align with the NHMRC principles (see Table 4.2). 
4.7.1 The non-Indigenous researcher, cultural positionality and development of 
the project concept 
There are a range of reflective activities and learning processes that can give 
researchers skills, techniques and understandings to enhance their work in cross-
cultural settings.  It is through completing these activities and processes that 
individuals working at this interface can develop a clearer understanding of their 
roles and the power relations operating within their work. A central part of the 
research process and an essential skill for non-Indigenous researchers working at this 
complex and dynamic cultural interface is critical reflexivity. Critical reflexivity is 
particularly important in post-colonial environments when considering the 
differences in power structures that may exist between the non-Indigenous researcher 
and the Indigenous participant. Through the explicit analysis of position, reflexivity 
becomes a process of self-discovery, and the researcher opens themselves up to 
analysis (Rose, 1997).  Critical reflexivity and being aware of power structures is 
also critical for dealing with subjectivity in qualitative research and the manner in 
which it is reported (Dowling, 2005; Waitt, 2005). This point is pertinent to this 
research as qualitative methods are the primary research method to capture 
information from drink drivers.  As Dowling (2005) states, the “stories you tell about 
your participants’ action, words, and understandings of the world have the potential 
to change the way those people are thought about.” 
From a reader’s perspective, Indigenous researchers such as Karen Martin 
(2003) and Linda Tuhiwai Smith (1999) describe the need for researchers to be 
‘known’ by readers so that their work can be properly positioned and contextualised.  
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As part of this process, as a non-Indigenous researcher, my own reflexive voice 
should be included which I have done below.    
 All my grandparents were born in Victoria.  My parents, a civil engineer and 
nurse, met in Melbourne in 1983 and married the following year.   I was born in the 
summer of 1985 and my brother 21 months after. They purchased their first home in 
a South-Eastern bayside suburb of Melbourne, which became the family home for 14 
years.  In early years growing up, Indigenous issues did not feature significantly in 
an upbringing that can best be summarised as typically white and middle class.  The 
only education about Indigenous people that I can recollect receiving at school was 
about the contact Indigenous people had with the First Fleet. 
 Travel was always encouraged by my parents and I recall my grandparents 
often travelled to remote and culturally-distinctive countries across the world. I 
received many postcards from countries like Nepal and India.  At the age of ten, as a 
family, we lived in Kuala Lumpur, Malaysia for six months for my dad’s work.  This 
was my first experience of a different culture, religion, belief system and way of 
living. Taken together, this sparked an interest in me to learn about different 
cultures.  My first meaningful experiences with Indigenous people was a few years 
later during a school camp to Uluru, Alice Springs and other parts of central 
Australia.  It was here that was I was exposed to aspects of Indigenous culture in 
desert communities and found a true interest and passion to learn more about the 
culture of Indigenous Australians and connection to ‘country’.  
 A priority in my family was education. After studying psychology at 
university in Geelong, I followed my other interest of criminology in my early 
twenties.  It was here I enrolled in subjects at the University of Melbourne called 
‘Sovereignty, Justice, Indigenous Peoples’ and ‘Law, Race and Indigenous people’.   
As part of the latter course unit, the lecturer and her husband, an Indigenous man, 
invited students to camp on his family’s country for three days.  During this trip 
there was discussion about totems, significant sites, history of the region through the 
lens of Indigenous people and the association of colonisation on the broader health 
outcomes of Indigenous people today. This trip brought to my attention how I viewed 
the landscape and its history.  I considered that how an Indigenous person and non-
Indigenous person describe the land and its value were diverse and often opposing. 
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 These experiences sparked an interest to pursue several projects that have 
had relevance in developing my interest of Indigenous culture and from a 
criminological perspective, reducing Indigenous peoples contact with the criminal 
justice system.  The first of these was an internship at Victorian Aboriginal Legal 
Service to investigate the health services for Indigenous women post-release from 
the Victoria correctional system. My honours thesis completed in parallel to the 
internship investigated the appropriateness of health services for Indigenous women 
in the Victorian correctional system and post-release. After completion of these 
studies I was employed as Probation and Parole officer at Queensland Corrective 
Services.   
After Corrective Services, I was employed as the UTL program Development 
Officer for a number of years (see Section 2.3.1.1 for project outline).  As part of the 
UTL program, I travelled to locations outside Brisbane to train new program 
facilitators and liaise with key stakeholders to promote the program.  One ongoing 
concern raised by some of the stakeholders, in particular Magistrates, was the 
relevancy of the program for Indigenous participants and its ability to address the 
motivations for Indigenous people engaging in drink driving.  Moreover, the 
program also had strict attendance conditions. According to Magistrates and other 
service providers I consulted with, the stringent attendance conditions resulted in 
high numbers of Indigenous drink drivers re-appearing before Magistrates for re-
sentencing because they had not completed the program, a condition of their 
original sentence (probation or parole order).  This led to the broad concept of 
developing community-based strategies for drink driving in regional and remote 
communities in Far North Queensland. 
Drawing on my earlier experiences and knowledge described above, I 
considered it would be important to relocate to Far North Queensland for greater 
access to communities to complete meaningful introductions and consultations, 
develop the project’s outcomes and provide the opportunity for communities to learn 
about me. It was envisaged this would assist in developing a project with mutually-
beneficial outcomes. Since 2011, I have been living in Cairns with my partner and 
pets to complete this PhD. 
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4.7.2 Consultation and engagement  
After moving to Cairns, initial steps and negotiations to conceptualise and 
develop the research plan were conducted over the first 12 month period of the 
project.  Meetings were held to present information about the project concepts and to 
identify if these aligned with the community’s interests and priorities (complying 
with Principles 2, 3 and 4, Table 4.2).  I conducted meetings with personnel from 
local Councils and justice groups, as well as Elders and other important leaders in 
each study community regarding the project.  While the consultation and 
engagement process with the remote communities in the project was conducted in a 
similar method, it occurred at a slower pace to the regional communities due to 
limited access, related to distance.   
Martin writes when Indigenous people meet each other there is greater focus 
on “who is your mob?” rather than other aspects Western society may value and ask 
of a stranger such as employment (Martin, 2003).  Such a question necessitates a 
sharing of history, experience and relationships between two people, well before 
other these issues are discussed.   The intended purpose of the consultations and 
meetings with key community members was to discuss the conception of the project 
and its potential outcomes. However, the topic of conversation often turned during 
these initial meetings to matter other than the project and I was asked to share 
information about my personal history.   It was here that I shared stories related to 
my interest of Indigenous culture as well as the affect alcohol addiction had had on 
myself and my family.  To me, the sharing of experiences outside of my researcher 
‘persona’ lead to the formation of bonds between myself as a non-Indigenous 
researcher and the Indigenous leaders of the communities involved in the study. 
Ultimately, it provided a foundation to work towards the common goal of reducing 
the harm of drink driving on Indigenous drivers and their families. 
4.7.3 Implementation of the PhD program of research  
Flexibility and reflexivity in “design demonstrates the extent to which the 
researcher is prepared to show respect and responsibleness to understand that 
research is not a priority in times of crisis, grieving, celebration, ritual or 
maintenance of relations amongst Entities” (Martin & Mirraboopa, 2003).   The 
implementation of the PhD was staggered across the four communities.  During 
these project implementation trips, an interview discussions guide for the semi-
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structured interviews was tested and adjusted to suit the manner in which the 
community members were discussing their drink driving behaviour.  It was also 
amended to ensure all relevant information would be captured (complying with 
Principle 3).  Slowly implementing the project afforded me the opportunity to gain 
deeper appreciation of each community’s history, spirituality, social structures and 
economic activities.  Understanding the histories of the communities as former 
missions was fundamental to appreciating how this influenced the community today 
as well as understanding the complexities of alcohol use and related behaviour.  I 
also had the opportunities to capture information about correct protocols to follow in 
day-to-day interactions with Elders and other leaders as well as during times of grief 
and ‘sorry business’. 
Communication with key contacts including men’s and women’s groups, 
youth support services, Elders and community members has been ongoing since the 
consultation phase and was vital to the maintenance of the good relationships 
established.  Contact via email or telephone provided the opportunity to update stake 
holders about the project’s progress (complying with Principle 3) and share 
photographs from previous trips.  During the implementation of the project, I 
attended important community events specifically unrelated to the project activities 
including NAIDOC (National Aboriginal and Islander Day Observance Committee) 
celebrations, sporting events and meetings with Elders from neighbouring 
communities.   
 During the implementation of this stage of the project, one of the community 
leaders discussed an initiative he had conceptualised and been delivering in his 
position as a drug and alcohol counsellor.  When asked to summarise what the Kuku 
Yalanji Cultural and Healing camps are, the community leader stated:6 
[The camps are] about starting the healing process for my people. That can 
only be done when Bama people are on country sitting with those Elders who 
are respected in the community and listening and learning from them about 
how things were done, pre-colonisation.  Discussing and understanding 
aspects like our moiety system, kinship structure, totems, lores...in fact 
everything which made us function cohesively as a community for so many 
                                                             
6 The name of the community leader has not been stated, to comply with their request. 
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generations.  What better place to discuss all this than on country where all 
our story sites, burial places, birth trees, legends to name a few, are located. 
In fact, the link between Bama and land and healing is intrinsically linked, as 
so many studies and research is now showing but which we as Bama people 
already knew.  It also involves discussing openly and truthfully what 
colonisation and successive government policies has done to us in terms of 
displacement, dispossession, racism, grief and loss, and massacres.... 
As a way of supporting the development of the research skills of community 
members, a collaborative application between the auspicing body for the community, 
Bamanga Bubu Ngadimunku and me was submitted to Suncorp ‘Safer Queensland 
Community Grants’ initiative.  The successful grant application provided the 
opportunity for the community to organise an alcohol and drink driving-related 
cultural camp. The three day camp comprised 30 people including Elders, drug and 
alcohol clients, and local community members.  Artists from the community also 
attended to assist drug and alcohol clients to paint art related to the effects of alcohol 
and drink driving.   
 
                      
 
Figure 4.2 Examples of the artwork from the Kuku Yalanji cultural camp 
 
The camp also had an educational component and group discussion about the 
impacts of drink driving and the reasons community members drink driving as well 
as the general effect of alcohol on the Kuku Yalanji community.  Packs were 
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provided by ATODS with information on standard drinks, and healthy alcohol 
consumption levels.  To ensure the safety and wellbeing of all attendees, there was a 
psychologist available at all times.  The project was presented with a Highly 
Commended award at the 2013 Queensland Road Safety Community Award in 
Rockhampton, Queensland.  The awards are judged by Queensland Police, 
Queensland Transport and Main Roads, MAIC and RACQ.  There were 38 
nominations and 14 finalists.  To receive this award highlights the significant benefit 
and importance of Indigenous communities developing their own public health 
campaigns and being involved in the process of completing research from concept 
development, managing timelines, producing outcomes and reporting to the funding 
organisation this adhered to (Principle 5).   
 The process of the PhD also provided similar opportunities for community 
members to develop their research skills as well as involvement in aspects of the 
‘Hero to Healing’ program development and delivery.  This is discussed briefly in 
the following section. 
4.7.4 Data collection  
To collect information on the factors contributing to drink driving among 
Indigenous people in regional and remote communities, semi-structured interviews 
were performed as this approach lends itself to the telling and sharing of stories, 
congruent with the communication styles used by community members, often 
referred to as ‘research yarning’.   
As outlined in Chapter Two, the approach to treating drink driving in 
Australia is predominantly from an individualistic framework.  Moreover, the 
majority of drink driving programs are based upon a psychological framework.  
However, over the course of this project it was noted from informal discussions 
drink driving and alcohol misuse can be related to the health of the community.  
Moreover, a Canadian-based study demonstrated drink driving among younger First 
Nation people can be motivated by cultural pressure from senior family members to 
transport them to a specific location.  The consequences of drink driving can also be 
connected to cultural beliefs where beliefs of black magic and sorcery remain strong. 
For instance, (in notes from field trips) road trauma on occasions was considered to 
be related to payback related to a dispute between family or clan groups.  Using 
 The development of the ‘Hero to Healing’ program     121 
 
 
 
 
semi-structured interviews to identify a broad range of contextual, cultural and 
psycho-social factors provided the opportunity to adhere to Road Map Principle 1.  
This principle is based on the definition of health for Indigenous people from the 
National Aboriginal Community Controlled Health Organisation which states: 
Health does not just mean the physical well-being of the individual but 
refers to the social, emotional and cultural well-being of the whole 
community.  This is a whole of life view and includes the cyclical concept 
of life-death-life. 
Local community members were employed as research workers to assist with 
participant recruitment as well as interviews (when the participant consented to this).  
Over the course of their employment, instructions on interview protocols were 
provided, for example, introductions, how to explain the interview questions and 
issues of anonymity and confidentiality.  A logic extension of this involvement 
would be to invite community members involved in the data collection to participate 
in the process of managing, analysing the data and preparing findings for publication 
with the intention of including the workers as co-authors.  This opportunity would 
provide community members with experience in the research process and new skills.  
Some community members showed reluctance, due to concerns over the 
presentation of the study data potentially disclosing information about their own or 
others’ illegal activities. Responsible research involves doing no harm, protection of 
participants, maintenance of trust and clear accountability.  Key principles were 
followed including confidentiality to ensure there were no repercussions to 
participants.   
4.7.5 Program delivery and feedback of findings 
In the research process, an important feature was the acknowledgment of the 
political and cultural differences of each community site where the pilot program 
was conducted.  In the regionally based community, the working group met monthly 
to organise key aspects of the program including delivery location and coordination 
of facilitation. The group comprised community Elders, justice groups or other 
locally coordinated groups (Principle 2).  By organising the program in this manner, 
there was greater community ownership of the program and empowerment over the 
issue of drink driving being the responsibility of the community as opposed to 
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outsiders (‘research team’).  Moreover, including local personnel in the organisation 
of the program afforded the opportunity to ensure local language was used for the 
terminology of key words such as for substances (alcohol and cannabis) in the 
delivery material.   
A DVD was developed from stories of people in the study communities who 
volunteered to be videoed while discussing their drink driving behaviour and the 
impact of drink driving on themselves and family members.  The stories were 
unscripted and provided greater opportunity for community involvement in the 
research process (Principle 2).  
 Overall, the underpinnings of the ‘Hero to Healing’ program are based on the 
notion of alcohol misuse and related behaviour including drink driving took a 
different approach, as it was informed by the notion that the social, emotional 
wellbeing of the family also plays a pivotal role in the individual drink driver 
overcoming their behaviour (Principle 1).   
Other feedback material was developed and given back to the community 
following recommendations from participants.  One example of the community 
feedback is key quotes from the interviews about drink driving motivations and the 
social, health and justice implications of drink driving (see Figure 4.3).  The quotes 
on the poster were intended to reflect the main themes reported in the project 
publications. 
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Figure 4.3.  Example of community feedback material
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Table 4.2.  Summary of PhD activities mapped against the NHMRC ‘Road Map’ principles  
 
NHMRC ‘Road Map’ 
Principle 
Project Stage 
Project 
Concept 
Implementation of the  
Project 
Data 
Collection 
Program delivery and feedback 
of the findings 
1 
Health being conceived of as 
“… not just the physical 
wellbeing of the body but a 
whole of life view, which 
embraces the life, death, life 
concept.” 
• Qualitative data collection 
considered important to 
understand the social, emotional 
and cultural factors related to drink 
driving. 
• Provided the opportunity to learn about 
the history, spirituality and culture of the 
communities.  
 
 
• Data collection was wider than 
reviewing drink driving and alcohol 
use.  
• Information collected about the role 
of cultural factors and motivational 
factors. 
• Program not focused on separating drink 
driving and alcohol. 
• The goal is to assist people to re-arrange 
their lifestyles so that healthy, alcohol and 
drug free living becomes rewarding and 
contends with alcohol and drug use. 
2 
Community involvement in 
the development, conduct and 
communication of the 
research. 
• Meetings with Local Council, 
justice groups and service 
providers in 2011 regarding the 
intended project and types of 
outcomes. 
• Semi-structured interview tested and 
adjusted to suit community members 
during initial trips. 
• A steering committee or Aboriginal 
advisory group is recommended for 
future projects as a strategy to provide 
oversight of the research process.  
• Local worker involved in the 
interview process, particularly to 
recruit young participants.  
•  
• Program delivery considerations decided 
by Elders and other key community 
people. 
• Program logo design based on artwork 
from a local artist in one study community. 
3 Communication of research plans, progress and results. 
• Meetings with Local Council, 
justice groups and service 
providers regarding the intended 
project and types of outcomes. 
• Participation in activities outside core 
research (i.e. attendance of NADIOC 
celebrations and other meetings). 
• Gradual implementation afforded time to 
gain deeper appreciation of the regions’ 
history, spirituality and social structures.   
• Ongoing contact with services and 
stakeholders via telephone or email. 
• Meetings with stakeholders 
including Community Committees, 
Elders, and service providers to 
discuss progress in September 2013. 
• Feedback disseminated through key 
stakeholder meetings and posters.  
• Dissemination activities could have 
reached larger community audience that 
wasn’t involved in the study. Strategic plan 
recommended for future. 
4 
Ethical research aiming to be 
of practical value to 
Aboriginal and Torres Strait 
Islander peoples and their 
service providers.  
• The overall aim of the project was 
to develop a program that was able 
to be facilitated with limited 
resources required and small 
monetary costs. 
• Tailoring of the data collection tools 
ensured data would be ethically sound 
and the outcomes relevant to the 
community. 
• Data collection methods 
encompassed ‘doing no harm, 
protection of participants, 
maintenance of trust and clear 
accountability’. 
• Feedback dissemination processes ensured 
equality across both stakeholder and 
community level. 
 
5 
Research support including 
the enhanced development of 
skills, knowledge and 
capacity in the Aboriginal 
and Torres Strait Islander 
research workforce. 
• It was intended during the 
development of the project, local 
people would be involved in 
recruitment of participants and co-
facilitation of the program. 
• Capacity to assist one community to 
apply for and secure funding for a drink 
driving-themed cultural camp.  
• Local workers research skills and 
capacity developed and enhanced 
with involvement in interview 
process (Stage Two). 
 
• Elders and other key leaders assisted to 
organise program implementation and co-
facilitated the program. 
• It is recommended community members 
are invited to participant in the writing and 
publication of project findings.  
6 
A focus on identifying 
‘positive models’ or examples 
of success. 
• Early community consultation in 
the research process ensured the 
program would be a community-
owned initiative.   
• The staggered implementation provided 
opportunities to participate in activities 
unrelated to data collection, but important 
in community relationship building. 
• Data collection methods afforded the 
opportunity for participants to 
include their own ideas for program 
content and delivery methods. 
• Program facilitation disseminated key 
findings back through a different method 
(i.e. cultural obligations a key factor in the 
research findings) (Stage 3). 
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4.8 Chapter summary  
 This chapter provided an overview of the thesis by publications, including 
details of its scope, research aims and methodology in the three stages of the 
research.  It also positioned the six papers written within the existing literature.  
Chapters Five, Six, Seven, Eight, Nine and Ten present the papers and manuscripts 
prepared from the studies conducted.  Please note the reference lists have been 
removed from each paper and collated within one comprehensive reference list 
(Chapter Twelve) as per Queensland University of Technology’s thesis-by-
publication requirements.  Interview schedules that were used at each Stage are 
provided in the appendices (Chapter Thirteen).  Chapter Eleven consists of a general 
discussion of the research findings, including the contribution of each to the research 
questions, the practical and theoretical implications of the research findings; the 
strengths and limitations of the research findings, and suggestions for future research 
directions. 
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5.1 Statement of Contribution  
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5.2 Notes 
Taken from: 
Fitts, MS., Palk, GR., Lennon, AJ., & Clough, AR.  (2013). Prevalence and 
characteristics of Indigenous drink-driving convictions in Queensland, Australia  
Road and Transport Research Journal  22 (2),  40 – 51.      
All authors meet the criteria for authorship and take responsibility for their 
part in the publication, with the candidate accepting overall responsibility as first 
author. In the case of this paper, the candidate was responsible for all aspects of 
preparing the manuscript including reviewing the literature, formulating the ideas 
and arguments(s), interpreting the research findings and their implications, and 
structuring, writing, and appropriately referencing the manuscript. In addition, the 
candidate conducted all the interviews that the findings reported in the paper are 
based on. The co-authors are members of the candidate’s supervisory team and, in 
addition to providing assistance with manuscript revisions, their contribution to the 
paper has been supervisory in nature. The co-authors agree to the use of the paper in 
this dissertation and its publication on the Australasian Digital Thesis database 
consistent with any limitations set by publisher requirements.  
The journal in which this paper was published in a peer-reviewed journal. 
The paper is recognised for the Higher Education Research Data Collection 
(HERDC), and the author retains publication rights.  
 This paper, Chapter Five, uses a quantitative research methodology and is the 
first paper from Stage One.  The paper draws on the drink driving convictions from 
the Department of Justice and Attorney-General to identify the prevalence and 
characteristics of Indigenous drink drivers.  This paper will be the first known to the 
authors to develop a profile of Indigenous drink drivers in Australia. The findings 
will assist the decision regarding where Stages Two and Three should be 
implemented.   
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5.3 Abstract 
Alcohol-involved road crashes are one of the leading contributors towards 
high injury rates among Indigenous Australians.  However, there is limited 
information available to inform new policies to change current rates. The study aims 
to provide information about the prevalence and the characteristics of drink driving 
convictions.  Convictions from 2006-2010 were extracted from the Queensland 
Department of Justice and Attorney General database. Convictions were regrouped 
by gender, age, Accessibility/Remoteness Index of Australia classification and 
sentence severity.  Chi-squares with standardised adjusted residuals were calculated 
for cross-tabulations between variables.  There were 9,323 convictions, of which the 
majority were for male persons (77.5%).  Half (52.6%) of the convictions were of 
persons <25 years.  Age was significantly different across the five regions for males 
only, with a larger number of convictions in the ‘very remote’ region of persons over 
40+ years of age.  Increased remoteness was linked with high range BAC (≥ 
0.15g/100ml)   convictions for both males and females.  Monetary penalties were the 
primary sentence received in all regions.  The findings identify the Indigenous 
conviction rate to be 6 times that of Queensland.  It is recommended a multipronged 
approach is necessary, with tailored strategies for remote offenders, youth and 
offenders with potential alcohol misuse issues.  
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5.4 Introduction  
Transport-related injuries are one of the leading contributors towards high 
injury rates among Indigenous Australians, with this sub-population three times 
more likely to be killed and forty percent more likely to be hospitalised in a road 
crash than non-Indigenous Australians (Berry, Nearmy, & Harrison, 2007).7  These 
figures are not unique to the Australian context, with Maori, American Indian and 
Alaska Native populations experiencing a higher motor vehicle death rate compared 
to the general population (Pollack et al., 2012).  Of the crashes involving Indigenous 
peoples, alcohol is a leading risk factor, especially for crashes occurring in 
geographically isolated areas (Berry, Nearmy, & Harrison, 2007; Health Canada, 
2003; Edmonston et al., 2008; Pollack et al., 2012).  
The health and economic costs for drink driving generally has led to road 
safety research to identify risk factors associated with such behaviour, including 
cognitive, lifestyle and demographic risk factors to inform the development of 
profiles of drink drivers.  Demographic-focused studies using crash and offence data 
have found that the majority of drink drivers from the general population are male 
and generally under 30-35 years of age (Leal et al., 2008).  Moreover, drivers with a 
high-range (≥ 0.15g/100ml) blood alcohol concentration (BAC) at the time of 
offending are slightly older (Leal et al., 2008), and has been linked to alcohol 
misuse, alcohol dependence, a history of other driving and non-driving offences and 
low levels of knowledge regarding safe alcohol consumption levels (Ferrante, 
Rosman, & Marom, 2001; MacDonald & Dooley, 1993).  Such offence and offender 
details are recognised as imperative in developing appropriate countermeasures to 
address re-offending for a certain population (Freeman, Liossis, Schonfeld, Sheehan, 
Siskind, & Watson, 2006).  This is shown in the success of educational and 
therapeutic drink driving programs in reducing the rate of recidivism, which is 
informed by such work (Ferguson, Schonfeld, Sheehan, & Siskind, 2001). 
Presently, Indigenous road safety research has been overshadowed by other 
broader social and physical health concerns, making this an understudied area and it 
is unclear whether the factors identified as elevating the risk of drink driving 
offending in the general population are the same for Indigenous peoples.  Indigenous 
                                                             
7 In this study, Indigenous Australians refers to people who identify as Australian Aboriginal and/or Torres Strait Islander. 
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drink drivers have been mentioned peripherally in road safety research.  For 
example, being of Indigenous background has similarly been found to be a predictor 
of drink driving recidivism (Moffat & Poynton, 2007; Trimboli & Smith, 2009).  
However, these studies do not investigate Indigenous drink drivers specifically, in 
that they don’t tell us much about who and where these offenders are.   Furthermore, 
anecdotal evidence suggests that there may be different cultural and lifestyle factors 
for Indigenous peoples, particularly in regional and remote areas, that impact on 
driver behaviour including kinship obligations (Office of Road Safety, 2007).  Such 
relationships have been identified in road research internationally with Indigenous 
youth and illegal road behaviour (Rothe et al., 2005).    
In Australia the primary approach to reducing drink driving is based on 
deterrence, both specific and general, with an important component of specific 
deterrence involving the imposition of sanctions.  However, sanctions such as 
licence disqualification have been shown to provide very limited effect on 
discouraging Indigenous drink driving (ATSB, 2006a; RTA, 2008).  Rather, these 
types of punishments often lead to further driving-related offences for Indigenous 
peoples, such as unlicensed driving.  Moreover, the combination of sanctions and 
contextual factors can result in escalating involvement with the justice system for 
Indigenous drivers (e.g. prison sentences).  While Indigenous road behaviour is now 
receiving important attention on the road safety agenda, with the National Road 
Safety Strategy listing Indigenous peoples as ‘vulnerable road users’ and 
recommending the implementation of appropriate programs to address their road 
safety needs by 2014 (ATC, 2011), limited literature is available to adequately 
inform these policies.  
The present study utilises data that is specific to self-identified Indigenous 
drivers and attempts to provide a more detailed platform that might assist in 
achieving the Strategy’s objectives and therefore contribute towards the direction of 
future road safety policies for Indigenous Australians.  Based on this, the objectives 
of the study are: 1) identify the number of drink driving convictions (on a population 
basis) between five levels of remoteness; and, 2) profile the data by available offence 
and offender characteristics to identify sub-groups within the population that may 
require tailored drink driving strategies.  
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5.5 Method 
5.5.1 Data supplied 
De-identified data relating to arrests for driving under the influence of 
alcohol in Queensland for the period 1 January 2006 and 31 December 2010 were 
obtained from the Department of Justice and Attorney-General, Brisbane, Australia 
in August 2011.  Queensland University of Technology Ethics Committee approved 
access this de-identified data (approval no.: 1100000636).  Variable data of interest 
provided includes: date of offence and conviction, sentencing court location, offence 
code, and sentencing description; as well as information on the offender including: 
date of birth, gender and self-identified Indigenous status (Aboriginal, Torres Strait 
Islander or both Aboriginal and Torres Strait Islander or neither).  Using the 
Indigenous status field, all convictions for drivers who did not self-identify as an 
Indigenous person were removed.  Evaluations of information collection for 
Indigenous status have noted some issues with utilising Indigenous status.  These 
include limited understanding of the reasons for collecting data and the uses of data 
and lack of quality assurance measures (AIHW, 2012a).  Therefore, this conviction 
data may be an underestimation of the true drink driving convictions of Indigenous 
persons in Queensland.   
5.5.2 Classification of court location, BAC offence level and sentence severity 
for analysis 
In 2006, the Queensland population included 146,400 Indigenous peoples or 
3.5% of the state’s total population (ABS, 2006b).  The Australian Standard 
Geographical Classification (ASGC) was used to categorise court locations into five 
levels of remoteness, ‘major cities’, ‘inner regional’, ‘outer regional’, ‘remote’ and 
‘very remote’ (AIHW, 2004a).  It is based on the accessibility remoteness index of 
Australia (ARIA+).  The ARIA+ is based on the original ARIA, which was designed 
in 1997 to be an unambiguously geographical approach to defining remoteness not 
considering socio-economic, urban/rural and population size factors and calculating 
remoteness on the basis of accessibility to some 201 service centres according to 
road distances.  The ARIA+ has greater precision in its measurement of remoteness 
and has been used previously in road safety research (Steinhardt, Sheehan, & 
Siskind, 2009).  For this research, ARIA+ was used to allow exploration of 
associations between remoteness and drink driving behaviour.  As the majority of 
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offences were dealt with by the court in a timely manner, the authors are confident 
that the large proportion of the offences were committed within the same region the 
sentencing court is located.  
There were two reasons for using ARIA+.  Firstly, previous literature has 
identified a higher number of alcohol-related road crashes amongst Indigenous 
peoples occurring in remote areas in comparison to other areas (Edmonston et al., 
2008).  Therefore, this may also be reflected in drink driving behaviour.  Secondly, 
the authors believe that differences in the way that access to alcohol for Indigenous 
communities is managed across Queensland might affect drink driving behaviour.  
Over a decade ago, the ‘Meeting Challenges, Making Choices’ initiative was 
established, in response to the findings of the Cape York Justice Study, a review 
commissioned by the Queensland Government into the ongoing alcohol-related 
health harm amongst contemporary Indigenous peoples residing in remote 
communities in Queensland (Fitzgerald, 2001).  As part of this initiative, alcohol 
management plans (AMP) were introduced with local community justice groups 
(statutory bodies consisting of Indigenous Elders and others), in partnership with 
government agencies in 2002 and 2003 (Queensland Government, 2002).  The 
AMPs consisted of a three-tiered approach including supply reduction strategies in 
collaboration with demand and harm reduction strategies.  Total alcohol prohibition 
commenced in some of these communities at the end of 2008, following reduction in 
alcohol-related injuries (Margolis et al., 2011). 
It is not the purpose of this study to investigate the effect of alcohol 
restrictions on drink driving.  However, it is important to acknowledge the possible 
pressure the alcohol restrictions have placed on drinkers to access alcohol whereby 
private vehicle may be the only mode of transportation.  The discourse by some 
observers of such alcohol restrictions indicates that driver responses to these 
restrictions on alcohol may be seriously undermining their effectiveness.  
Evaluations of alcohol restrictions across Australia found the creation of drinking 
camps on the outskirts of some remote communities, binge drinking, the breakdown 
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of conventions that had existed to promote responsible drinking and the practice 
known colloquially as ‘sly-grogging’ (FaHCSIA, 2011).8   
The legal blood alcohol limit for driving in Queensland is 0.00g/100ml for 
people on a provisional or probationary licence and 0.05g/100ml for people on a full 
licence.  Court records do not make provision for entering the specific BAC readings 
for which an offender is prosecuted.  Rather, the drink driving charge is recorded 
instead.  Therefore, the current study used the type of drink driving charge to 
categorise BAC at the time of the offence into ranges.  Type of drink driving charge 
falls into three categories: above the zero limit (0.00-0.049g/100ml); above the 
general permitted alcohol limit (0.05-0.149g/100ml); and above the high alcohol 
limit (≥ 0.15g/100ml).  Since the data for this study was supplied, the legislation for 
BAC limits has changed in Queensland to include a fourth category of BAC offence, 
referred to as mid-range (0.10-0.15g/100ml) (DTMR, 2012). 
For the purpose of this study, penalties imposed at sentencing were coded by 
most severe sentence.  Supervised orders including probation, community service 
and intensive corrections were grouped into one category of ‘community-based 
order’.  The resulting six categories of sentences used in the analysis were: convicted 
not further punished; other (e.g. victim compensation); monetary penalty; 
community-based order; suspended sentence; and imprisonment. 
5.5.3 Analysis 
Data analysis was conducted in SPSS (Statistical Package for the Social 
Sciences, version 18).  All drink driving offences that had fields of interest missing 
or did not result in a conviction were removed.  Analyses of convictions were firstly 
conducted for males and females by level of remoteness.  Convictions by level of 
remoteness were then compared to other variables (including age, BAC and 
sentencing severity) to identify interaction.  Cross-tabulations with chi-squares were 
used to test these differences for both genders.  To identify cell differences within 
the analyses, standardised adjusted residuals were calculated for each cell in order to 
determine cell differences that contributed to the chi-square test results.  Values 
greater than 2.0 are reported on.  Separate chi-squares were completed where 
                                                             
8 Sly-grogging is defined as alcohol that purchased from licensed takeaway outlets in towns where alcohol can be obtained 
legally and then sold illegally at inflated prices in areas that have alcohol prohibition (Hudson, 2011).  
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necessary including age by BAC according to level of remoteness, and age by 
outcome according to level of remoteness.   The rate of convictions per 100,000 for 
Indigenous drink driving were calculated using population figures from Australian 
Bureau of Statistics (ABS, 2006b).   
5.6 Results 
Between 1 January 2006 and the end of December 2010 there were 9,323 
drink driving convictions by persons who self-identified as Indigenous.  The rate of 
drink driving convictions on a population basis for the Indigenous peoples in 
Queensland was 6,385 per 100,000.  Calculating this rate by region identified an 
increase with remoteness.  However, there was a decrease between the two remote 
ARIA+ categories.  The rate of drink driving convictions per 100,000 by the ARIA+ 
categories is as follows: ‘metropolitan’ (4,873 per 100,000), inner regional (4,972 
per 100,000), outer regional (6,967 per 100,000), ‘remote’ region (10,587 per 
100,000) and ‘very remote’ region (7,406 per 100,000) 
During the five year period, males accounted for over three-quarters of drink 
driving convictions 7,170 (77.5%).  Tabulation by region and gender found this was 
not consistent across all five regions (χ2(4) =44.4, p<0.001).  All ARIA+ regions, 
except the ‘very remote’ were similar (73.9-76.5%).  However, in the ‘very remote’ 
region there were fewer females convicted of drink driving, with males accounting 
for four in five (83.1%) drink driving convictions.  
5.6.1 Age at offence 
The median age of male and female persons at the time of the offence was 28 
years (range: 11-81) and 29 years (range: 12-65), respectively.  Chi-square statistics 
were used to identify interaction between the age of the offender and location of 
drink driving offences for both males and females (see Table 5.1).   
For convictions by males, there was a significant difference between age of 
the offender and the location of the offence conviction (χ2(8)=90.8, p<0.001).  
Adjusted standardised residuals indicated a larger proportion of convictions were for 
persons less than 25 years of age in ‘metropolitan’ (n=776, 56.7%) and ‘inner 
regional (n=644, 57.9%) areas.  The strongest difference was in ‘very remote’ court 
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locations, whereby convictions by males were more often for persons over 40 years 
of age (n=355, 28.3%), as opposed to less remote areas.   
Completing the same comparisons for their female counterparts, the same 
trend was not identified.  For females, there was no significant link between the age 
of the offender based on the court location (χ2(8)=14.2, p=0.76). 
5.6.2 Offence Details 
Table 5.2 presents the tabulation of BAC by level of remoteness for all 
convictions.  Of the convictions for males, 3,001 (41.9%) were high range BAC (≥ 
0.15g/100ml) convictions.  The number of convictions for the BAC categorises 
across the five levels of remoteness for males was found to be significantly different 
(χ2(8)=168.4, p<0.001).  Further analysis of the adjusted standardised residuals 
showed males were more likely in ‘remote’ (n=437, 46.7%) and ‘very remote’ 
(n=688, 54.8%) locations to record a high range BAC at the time of offence.  
Convictions in the ‘metropolitan’ and ‘outer regional’ courts were more often 
general range BAC (0.05-0.149g/100ml), 63.1% and 55.6% respectively. 
Of the 2,153 convictions for females, 668 (31.0%) were categorised as high 
range BAC convictions.  A similar pattern emerged for convictions of females when 
comparing BAC category by level of remoteness.  A significant interaction in the 
proportion of high range BAC offences was identified (χ2 (8)=22.5, p=0.004).  
Adjusted standardised residuals showed the difference was in the convictions in the 
‘very remote’ region, whereby almost half of offences were categorised as high 
range BAC offences (42.0%).   Again, ‘metropolitan’ and ‘regional’ centres showed 
lower proportion of high range BAC offences, ranging from 27.4%-33.6%, however 
the difference was identified in the ‘outer regional’ convictions (see Table 5.2). 
Further analysis using chi-squares was conducted for each region to identify the age 
of offenders recording high range BAC as opposed to a lower range BAC category 
(<0.15g/100ml) for both males and females in each of the five levels of remoteness.  
As presented in Table 5.3, for males, there was significant interaction between the 
age of the offender and BAC category for each level of remoteness.  Adjusted 
standardised residuals for ‘metropolitan’, ‘inner regional’, ‘outer regional’ and  
‘remote’ analysis identified high range BAC convictions were mostly recorded in 
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25-39 and 40+ age brackets.  For the ‘very remote’ it was only convictions from the 
25-39 years age bracket most likely to record high range BAC offences as opposed 
to the other two age categorises.  
For females the same trend was identified but not in all regions.   In 
‘metropolitan’ (χ2(2)=15.7, p<.001), ‘outer regional’ (χ2(2)=13.9, p<.001) and 
‘remote’ (χ2(2)=6.7, p=0.03) there were significant differences in the age of the 
offender that recorded high range BAC.  Adjusted standardised residuals indicated in 
‘metropolitan’ and ‘remote’ areas, a larger number of convictions from the 40+ age 
bracket were high range BAC compared to younger counterparts. In the ‘outer 
regional’ areas, the difference was located with convictions from the 25-39 year age 
bracket only.  
5.6.3 Sentencing Severity 
As there were similarities between the two regional and two remote ARIA+ 
regions with interactions with BAC and, and again with age, these regions were 
pooled together to compare sentencing severity.  Table 5.4 presents the sentencing 
severity received for each conviction.  The majority of convictions in all regions 
received a ‘monetary penalty’. 
For convictions of males, the majority from each region received a ‘monetary 
penalty’ (proportion ranging between 71.3-80.1%).  For convictions by males, there 
was significant difference between the regions (χ2(10)=51.9, p<0.001).  A further 
chi-square was conducted by age and outcome for males. It identified significant 
differences (χ2(10)=56.6, p<0.001), with adjusted standard residuals showing that 
the convictions of these aged 25-39 years of age were more likely to receive a 
‘suspended sentence’ or ‘imprisonment’.  Convictions of persons under 25 years of 
age most likely received a ‘monetary penalty’ or ‘other’ penalty, while older 
offenders more likely received ‘suspended sentence. 
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Table 5.1.  Drink driving convictions by age, level of remoteness and gender 
 
Region 
 Age at offence   
TOTAL 
(100%) 
<25 years 
n (%) 
25-39 years 
n (%) 
40+ years 
n (%) 
Males     
Metropolitan 776 (56.7)** 341 (24.9) 251 (18.4) 1,368 
Inner Regional 644 (57.9)** 266 (23.9)* 202 (18.2) 1,112 
Outer Regional 1,355 (54.2) 695 (27.8) 448 (17.9)* 2,498 
Remote 483 (51.6) 262 (28.0) 191 (20.4) 936 
Very Remote 545 (43.4)* 356 (28.3) 355 (28.3)** 1,256 
Females 
Metropolitan 237  (49.0) 145 (30.0) 102 (21.0)** 484 
Inner Regional 178 (51.7) 101 (29.4) 65 (18.9) 344 
Outer Regional 401 (52.3) 253 (33.0) 112 (14.7)* 766 
Remote 167 (55.0) 84 (27.6) 53 (17.4) 304 
Very Remote 118 (46.3) 85 (33.3) 52 (20.4) 255 
TOTAL 4,904 (52.6) 2,588 (27.7) 1,831 (19.7) 9,323 
 
*>-2    **>+2      
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Table 5.2. Blood alcohol concentration by remoteness and gender  
 
 
Region 
Blood alcohol concentration  
TOTAL 
 
(100%) 
<0.05g 
/100ml 
n (%) 
0.05- 0.149g 
/100ml 
n (%) 
≥ 0.15g 
/100ml 
n (%) 
Males 
Metropolitan 75 (5.5)** 863 (63.1)** 430 (31.4)* 1,368 
Inner Regional 62 (2.3)** 610 (54.9) 440 (39.6) 1,112 
Outer Regional 104 (4.2) 1,388 (55.6)** 1,006 (40.3)* 2,498 
Remote 37 (4.0) 462 (49.4)* 437 (46.7)** 936 
Very Remote 30 (2.4)* 538 (42.8)* 688 (54.8)** 1,256 
Females 
Metropolitan 21 (4.3) 323 (66.7) 140 (28.9) 484 
Inner Regional 20 (5.8) 215 (62.5) 109 (31.7) 344 
Outer Regional 43 (5.6) 513 (67.0)** 210 (27.4)* 766 
Remote 13 (4.3) 189 (62.2) 102 (33.6) 304 
Very Remote 10 (3.9) 138 (54.1) 107 (42.0)** 255 
TOTAL 415  (4.5) 5,239 (56.1) 3,669 (39.4) 9,323 
*>-2    **>+2      
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Table 5.3.  Low versus high blood alcohol concentration by level of remoteness, age and gender
 
 
Region 
Blood Alcohol Concentration  
Total 
 
(100%) 
 
 
Chi-
square 
 
χ2 
 
<0.15g/100ml ≥ 0.15g/100ml 
15-24 years 25-39 years 40+ years 15-24 years 25-39 years 40+ years 
Males 
Metropolitan 
 
578 (61.6)** 208 (22.2)* 152 (16.2)* 198 (46.0)* 133 (30.9)** 99 (23.0)** 1,368 29.1 
Inner Regional 
 
429 (63.8)** 136 (20.2)* 107 (15.9)* 215 (48.9)* 130 (29.5)** 95 (21.6)** 1,112 24.6 
Outer Regional 
 
896 (60.1)** 363 (24.3)* 233 (15.6)* 459 (45.6)* 332 (30.0)** 215 (21.4)** 2,498 50.4 
Remote 
 
289 (57.9)** 126 (25.3)* 84 (16.8)* 194 (44.4)* 136 (31.1)** 107 (24.5)** 936 17.8 
Very Remote 281 (49.5)** 131 (23.1)* 156 (27.5) 264 (38.4)* 225 (32.7)** 199 (28.9) 1,256 19.2 
Females 
Metropolitan 187 (54.4)** 97 (28.2) 60 (17.4) 50 (45.9)* 48 (34.3) 42 (30.0)** 484 15.7 
Inner Regional 
 
128 (54.5) 68 (28.9) 39 (16.6) 50 (45.9) 33 (30.3) 26 (23.9) 344 NS 
Outer Regional 
 
314 (56.5)** 169 (30.4)* 73 (13.1) 87 (41.4)* 84 (40.0)** 39 (18.6) 766 13.9 
Remote 
 
121 (59.9)** 52 (25.7) 29 (14.4) 46 (45.1)* 32 (31.4) 24 (23.5)** 304 6.7 
Very Remote 73 (49.3) 48 (32.4) 27 (18.2) 45 (42.2) 37 (34.6) 25 (23.5) 255 NS 
TOTAL 3,296 (58.3) 1,398 (24.7) 960 (17.0) 1,608 (43.8) 1,190 (32.4) 871 (23.7) 9,323  
*>-2    **>+2     NS=not significant  
 
 The development of the ‘Hero to Healing’ program     143 
 
 
 
 
Table 5.4. Sentencing severity by region and gender 
 
 
 
 
Region 
Sentencing Severity  
TOTAL 
 
 
(100%) 
Convicted, not 
further 
punished 
n (%) 
Monetary 
Penalty 
 
n (%) 
Community 
Based Order 
 
n (%) 
Suspended 
Sentence 
 
n (%) 
Prison 
 
 
n (%) 
Other 
 
 
n (%) 
Males 
Metropolitan 16 (1.2)** 1076 (78.7) 111 (8.1) 33 (2.4)* 112 (8.2) 20 (1.5) 1,368 
Regional 16 (.4) 2,830 (78.4)** 297 (8.2)* 102 (2.8)* 308 (8.5) 57 (1.6) 3,610 
Remote 5 (.2)* 1618 (73.8) 232 (10.6)** 103 (4.7) 209 (9.5) 25 (1.1) 2,192 
Females 
Metropolitan 1 (1.7) 430 (88.8)** 28 (5.8)* 8 (1.7) 9 (1.9) 8 (1.7) 484 
Regional 2 (.2) 943 (85.0) 101 (9.1) 16 (1.4) 29 (2.6) 4 (.7) 1110 
Remote 0 (0) 477 (85.3) 60 (10.7) 8 (1.4) 10 (1.8) 19 (1.4) 559 
TOTAL 40 (.4) 7,374 (79.1) 829 (8.9) 270 (2.9) 677 (7.3) 133 (1.4) 9,323 
*>-2    **>+2      
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The majority of females convicted from each region also received a monetary penalty 
(proportion ranging between 79.7-88.0%).  However, the same trend was not identified 
for their female counterparts, with no significant differences identified (χ2(10)=13.5, 
p=0.19).  However, it is worth noting 27 of the 48 persons who received a ‘prison’ 
penalty were under 25 years of age.  
5.7 Discussion  
Existing literature has numerous examples of studies on profiling the demographic 
and  offence details of drink driving in the general population; none, however, appear to 
deal specifically  with convictions by Indigenous offenders.  The present study aims to 
provide a platform by providing a description of the prevalence of drink driving 
convictions relating to Indigenous peoples in Queensland and importantly identifying 
sub-groups that may require further attention.  
As discussed above, the limitations of the study need to be considered while 
interpreting the findings.   In terms of the information in the data, the BAC and location 
were approximated using charge type and court location as court records did not make 
provisions for specific information about BAC and location at the time of apprehension.  
Ideally, datasets with this information would be used; however, at this time, the only 
drink driving data in Queensland that includes Indigenous status is court convictions.  
Future consideration to the management of drink driving data more generally should be 
considered to improve profiling.  Recording of Indigenous status is also thought to be an 
underestimation.  This limitation is not confined to this study and has been discussed as a 
concern in completing research using Indigenous status as provision for profiling (ATSB, 
2006; AIHW, 2012b).   
Utilisation of conviction records also has limitations, as they are influenced by a 
number of factors.  Firstly, not all drink driving offences are detected.  In remote areas for 
instance, convictions are largely reflective of police resources available, the amount of 
time dedicated to apprehending people for driving offences and the length of the ‘wet’ 
season whereby most remote communities are isolated due to road closures between 
November and April.  On the other hand, authorities can more easily identify or target 
drink drivers in more remote communities, where there is not a large number of vehicles 
present on the road and most likely only one or two roads that serve as access to these 
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remote communities.  The authors are unable to say with accuracy what effect either of 
these have the conviction rate in remote areas. 
Lastly, the figures presented here are influenced by the court clearance rates.  
Therefore, the figures from the data may not be the exact number of drink driving charges 
from the five year data period; with a possibility of some offenders having outstanding 
matters still to be dealt with and thus not included in the dataset.  Nevertheless, taking 
into account the above limitations, this study importantly provides information in an 
understudied area.  The authors believe it is essential to conduct the analysis of the data at 
this time because of the critical impact this particular issue has on Indigenous drivers and 
the communities in which they live.  Furthermore, this information is timely in light of 
national strategies attempting to reduce Indigenous drink driving through the 
development of offender-based programs and other strategies. 
5.7.1 Relevance of the findings 
The findings firstly identify that the drink driving conviction rate for Indigenous 
peoples in Queensland is 6 times that of the general Queensland conviction rate based on 
population (DTMR 2011), and supports the notion from national strategies about the need 
for evidence-based programs and long-term strategies for Indigenous peoples to reduce 
drink driving behaviour.  Overall, the findings indicate that there may need to be a 
multipronged approach to addressing drink driving for Indigenous peoples, tailored for 
remote offenders, adolescents and young adults, and offenders with alcohol misuse and 
dependence issues.   
Firstly for remote areas, a higher rate of offending (per 100,000) and significant 
link between high levels of remoteness and BAC for offences by both males and females  
was not unexpected with these findings reflective of the trend seen in the alcohol-related 
injury and fatality rates of Indigenous Australians (Siskind et al., 2011).  The ‘very 
remote’ region also had a significantly larger proportion of convictions by male offenders 
generally and older (40+) male offenders.  These findings for remote areas suggest 
strategies must not focus on the individual, as most strategies for the general population 
do, but possibly include the broader community, as well as targeting cultural and social 
factors that support and maintain drink driving behaviour.  Evidence of different 
contextual factors that exists around alcohol in remote communities in Australia and other 
Indigenous populations including New Zealand/Aotearoa and Canada may help to explain 
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the high rate of remote drink driving.  For instance, alcohol has been found to assist with 
social cohesion for some residents and used by pockets of some communities as a means 
to uphold the social obligations and group identity (Brady, 1993; Durie, 2001).  The 
pressure to drink drive in a culture which emphasises group identity and belonging; and, 
additionally where alcohol is a shared commodity and consumption is communal in 
nature, requires a shift in focus to viewing the environment of drink driving among 
Indigenous peoples as a collective, as opposed to an individual phenomenon, to produce 
long-term change in remote areas.  There are other factors that also may play a role in the 
higher rate of drink driving in the ‘remote’ and ‘very remote’ areas including the 
restrictions on the sale and carriage limits of alcohol which could be creating new drink 
driving behaviours, as well as creating or perpetuating a culture of binge drink behaviour 
(FaHCSIA, 2011).  Limited transport options most likely also play a role in drink driving 
in the higher remote areas, and improvement to locally-based community transport may 
see a reduction in driving offences.  Addressing drink driving and educating the broader 
community may also lead to an improvement in employment rates and opportunities for 
local people, whereby a driver licence is often a necessity for jobs in remote areas.  
The large proportion of high range BAC offences was not only a concern in 
remote areas; with over forty percent of convictions from all regions (except 
metropolitan) falling into the high range BAC category.  This percentage is larger than 
what is evident with other drink driver populations. High range BAC convictions make up 
approximately 20-30% of convictions in other populations (Bayari, 2003; Leal et al., 
2008).   It can be suggested the drinking behaviour of Indigenous peoples who do drink 
prior to driving is different.  Alcohol research supports this notion, whereby higher rates 
of binge drinking amongst Indigenous Australians (AIHW, 2003), and ‘risky’ or ‘high 
risk’ consumption levels exist.  Road safety research has also already established a link 
between high range BAC with alcohol misuse and dependence among the general 
population (Voas & Tippetts, 2002; ABS & AIHW, 2008).  Therefore, any future 
countermeasures developed must consider behavioural change strategies that target 
alcohol misuse.  Additionally, as many of the high range BAC offences were by older 
persons, these offenders may have long-term alcohol misuse issues that require extensive 
treatment rather than short programs with no follow-up.  Importantly, a higher number of 
Indigenous Australians abstain from alcohol use and this could be considered as a 
potential strength and strategy when it comes to designing drink driving countermeasures 
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for the Indigenous drink driver population, particularly for rural and remote areas where 
capacity building for local residents is crucial to provide both strategy ownership and 
sustainability in an area where current treatment options are limited because of resources.   
The characteristics of Indigenous drink drivers were similar by gender and age to 
the mainstream population, with drink driving being an offence primarily by males and 
the majority of offences committed by persons under 30-35 years of age (Leal et al., 
2008), with young adults (<25 years) making up a large proportion of the total number of 
Indigenous drink driving convictions (52.6%).  Qualitative road safety research 
internationally may offer an explanation for Indigenous youth commencing drink driving 
from a young age.  Rothe and colleagues (2005) who interviewed Indigenous youth in 
rural areas about road behaviour found youth are exposed to and asked by older family 
members to partake in unsafe driving practices.  Exposure to drink driving while in 
adolescence in the general population has also been found to possibly increase the 
likelihood of engaging in the same behaviour when in young adulthood (Evans-Whipp et 
al., 2013).   In light of this, and the projected increase of Indigenous youth over the next 
decade (ABS, 2006c), tailored strategies must be considered for adolescents, preferably in 
the school environment.  While Indigenous juvenile detention rates have importantly 
reduced, Indigenous youth remain 24 times more likely to be in detention than their non-
Indigenous counterparts (AIHW, 2012a); suggesting new scope is needed such as 
engaging primary school and early high school aged children during their formative years 
through preventive road safety educational measures, rather than attempting to engage 
youth reactively through the criminal justice system, may curb the potential of youth to 
go onto drink and drive, and reduce the road-related offending cycle many Indigenous 
drink drivers’ experience.   
In relation to sentencing severity, the majority of offenders received a monetary 
penalty (79%).  It is hard to say with certainty that monetary penalties were not a 
deterrent as the drink driving histories of individuals were not analysed to identify if 
monetary penalties had an impact on future drink driving behaviour.  However, with a 
high rate of drink driving convictions for Indigenous peoples across Queensland, it is 
indicative that the existing penalties do not deter some Indigenous peoples to drink drive.  
Community-based orders were only used between 5-10%, depending on which sub-group, 
and further could be done to increase this, with long support from supervision a key 
aspect of reducing drink driving behaviour.  In relation to imprisonment, the average 
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proportion of female and male drink drivers received a prison sentence was 2% and 8% 
respectively.  It is expected that this is an underestimation of the number of Indigenous 
peoples spending time in a correctional centre for drink driving related matters.  There is 
evidence existing drink driving penalties has led to imprisonment for a high number of 
Indigenous drink drivers because of unpaid fines from the original drink driving 
conviction and suspension or disqualification of a driver licence can often lead to further 
driving-related offences including unlicensed driving (ATSB, 2006a; RTA, 2008).  
5.8 Conclusion  
The findings indicate that there may need to be a multipronged approach to 
addressing drink driving for Indigenous peoples, customised for remote offenders, youth 
and offenders with alcohol misuse and dependency issues.  Future research should 
attempt to address the gaps that have been identified in this study.  Addressing the 
broader social and cultural issues that may be linked to such behaviour including alcohol 
misuse and exposure to drink driving behaviour from a young age may importantly 
reduce Indigenous drink driving that is a serious health issue, contributing to high injury 
and fatality rates.  
5.9 Chapter Summary  
 Chapter Five reported on the characteristics of drink driving convictions within 
Queensland of persons who self-identified as Aboriginal and/or Torres Strait Islander.   
Overall, convicted individuals who identified as Aboriginal and/or Torres Strait Islander 
were generally younger than their general driving population counterparts, with over half 
(52.6%) of the convicted Indigenous persons being under age 25 years. Almost four in ten 
convictions were for high range BAC readings (≥ 0.15g/100ml).  Possibly reflecting the 
overrepresentation of Indigenous drivers in crashes that occur in rural and remote 
locations, convictions recorded in courts characterised as ‘very remote’ were linked to 
high range BAC convictions for both males and females.  The findings support the notion 
of conducting Studies Two and Three in regional and remote areas. 
  
 The development of the ‘Hero to Healing’ program     149 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 The development of the ‘Hero to Healing’ program     150 
 
 
 
Chapter Six: What are the offence and offender risk factors for Indigenous repeat 
drink drivers in Queensland Australia? 
 
6.1 
6.2 
Statement of Contribution………………………………………………….. 
Notes................................................................................................................. 
152 
154 
6.3 Abstract............................................................................................................ 155 
6.4 Introduction...................................................................................................... 156 
6.5 Method.............................................................................................................. 158 
 6.5.1 Description of data................................................................................. 158 
 6.5.2 Data management.................................................................................... 158 
 6.5.3 Classificaiton of court location, blood alcohol concentration offence  
         level and sentencing severity for the analysis......................................... 
 
159 
 6.5.4 Data analysis.......................................................................................... 162 
6.6 Results.............................................................................................................. 162 
 6.6.1 First offenders versus repeat offenders................................................ 162 
 6.6.2 Repeat offender – time between first and second conviction................. 163 
6.7 Discussion........................................................................................................ 166 
 6.7.1 Relevance of the findings…................................................................... 167 
6.8 Conclusion........................................................................................................ 170 
6.9 Chapter summary............................................................................................. 170 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 The development of the ‘Hero to Healing’ program     151 
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6.2 Notes 
 
Taken from: 
Fitts, MS., Palk, GR., Lennon, AJ., & Clough, AR.  (2013). What are the offence and 
offender risk factors for Indigenous repeat drink drivers in Queensland?  Journal of the 
Australasian College of Road Safety.  24 (2) 39-47. 
 
All authors meet the criteria for authorship and take responsibility for their part in 
the publication, with the candidate accepting overall responsibility as first author. In the 
case of this paper, the candidate was responsible for all aspects of preparing the 
manuscript including reviewing the literature, formulating the ideas and arguments(s), 
interpreting the research findings and their implications, and structuring, writing, and 
appropriately referencing the manuscript. In addition, the candidate conducted all the 
interviews that the findings reported in the paper are based on. The co-authors are 
members of the candidate’s supervisory team and, in addition to providing assistance with 
manuscript revisions, their contribution to the paper has been supervisory in nature. The 
co-authors agree to the use of the paper in this dissertation and its publication on the 
Australasian Digital Thesis database consistent with any limitations set by publisher 
requirements.  
The journal in which this paper was published in a peer-reviewed journal. The 
paper is recognised for the Higher Education Research Data Collection (HERDC), and 
the author retains publication rights.  
 Existing transport report and independent studies confirm repeat drink drivers 
contribute towards a large proportion of road crashes on Australian roads.  Identification 
of Indigenous people convicted of drink driving on more than one occasion will be 
important when it comes to developing the treatment program in Stage Three.  Studies 
with drink drivers have shown younger drink drivers differ in psycho-social risk factors.  
The findings will also have significance in broader road safety initiatives.  Akin to 
Chapter Five, the findings from this Chapter will also assist to identify geographical 
regions where the following stages of the program of research should be conducted.  
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6.3 Abstract 
 
In Australia and internationally, there is scant information about Indigenous repeat 
drink drivers.  The aim was to identify the risk factors associated with repeat offending.  
De-identified data on drink driving convictions by offenders identifying as Indigenous in 
Queensland between 2006 and 2010 were examined. A range of univariate analyses were 
used to compare first time and repeat offenders on gender, age, court location and region 
(based on the accessibility/remoteness index of Australia), blood alcohol concentration 
and sentencing severity.  Multivariate logistic regression adjusted for confounding 
variables. Convictions for repeat offenders were more likely from locations other than 
‘major cities’ with the association strongest for courts in the ‘very remote’ region 
(OR=2.75, 2.06-3.76, p<.001).  Indigenous offenders 40 years or older were found to be 
at reduced risk in comparison to offenders aged 15-24 years (OR=0.68, 0.54-0.86, 
p=0.01).  After controlling for confounding factors, gender, sentencing severity and blood 
alcohol concentration levels were not significantly associated with recidivism. The 
association of recidivism and remoteness is consistent with higher rates of alcohol-related 
transport accidents involving Indigenous Australians in isolated areas.  This study 
provides a platform for future research and allows for early attempts to address the need 
for intervention to reduce Indigenous drink driving recidivism. 
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6.4 Introduction 
Road crashes are a serious road safety issue for contemporary Indigenous 
Australians and contribute to the existing health gap between this group and the wider 
population (Vos et al., 2007).9  For Indigenous peoples, both in Australia and 
internationally, drink driving contributes to high road injury rates (Ebbett & Clarke, 2010; 
Edmonston et al., 2008; Health Canada, 2003; Vos et al., 2007) with a large proportion of 
these injuries attributable to road crashes caused by drink drivers who have multiple 
previous drink driving convictions (Ferrante et al., 2001).  In Australia, recent studies 
specifically investigating the predictors of repeat drink driving offending, have identified 
that being of Indigenous background is a significant predictor (Trimboli & Smith, 2009).  
Preliminary estimates of Indigenous drink driving recidivism in Western Australia report 
that Indigenous people account for 28 percent of offenders, defined in that study as 
having been convicted of drink driving for the third time (Dalla-Costa, 2011), yet only 
represent 3.5 percent of the state’s population (ABS, 2006a).  It may be that differences in 
the patterns of alcohol consumption for Indigenous peoples compared to non-Indigenous 
underlie or exacerbate this overrepresentation.  Recent studies on alcohol consumption 
among Indigenous populations suggest that, while fewer Indigenous Australians as a 
whole consume alcohol (AIHW, 2010), those who do are more likely than other 
Australians to consume at rates that are characterised as ‘risky’ or ‘high risk’ (AIHW, 
2005).  Identification of risk factors for mainstream repeat drink driving offending has 
received significant attention and this has enabled both the effective design of 
countermeasures and policy development.  However to date, little is known about the 
characteristics of their Indigenous counterparts. 
The principal paradigm guiding the development of many drink driving 
countermeasures such as imposition of financial penalties and licence disqualification is 
deterrence theory (Watson, 2003).  However, research has consistently shown that many 
repeat drink driving offenders are not receptive to the threat of legal sanctions, and 
continue to offend.  For Indigenous drink drivers, licence disqualification as a result of a 
drink driving conviction often leads to further driving-related offences including 
unlicensed driving (ATSB, 2006a; RTA, 2008).  This is of particular concern in remote 
areas where there are no public transport systems.  The lack of alternatives to private 
                                                             
9  Indigenous Australians refers to peoples who identify as Australian Aboriginal and/or Torres Strait 
Islander 
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vehicle use is a serious social justice issue, as it contributes to higher numbers of driving-
related arrests and to the overrepresentation of Indigenous peoples in incarcerated 
populations.   
Over the last three decades rehabilitation programs have been developed as an 
alternative approach to legal sanctions.  These programs vary considerably in content, but 
can be classified broadly as ‘educational’ (to improve knowledge, attitudes and skills), 
‘therapeutic’ (involving psychotherapy) or a combination of both.  Remedial programs for 
recidivist offenders attempt to address the high levels of self-reported alcohol misuse and 
dependence (Freeman & Watson, 2009), as well as those personality traits associated with 
drink driving offending more generally such as poor impulse control.  In relation to 
effectiveness, the most promising results come from rehabilitation programs that combine 
elements of education, therapy and follow-up contact (e.g. probation supervision).  
Evaluations of programs suggest that combining completion of a program with licensing 
sanctions, is more effective in reducing recidivism among repeat offenders than imposing 
licensing sanctions alone (Mills et al., 2008).  However, the current programs in Australia 
are primarily designed for and informed by research of mainstream offenders in urban 
settings, and may not useful for Indigenous Australians. For instance, differences in 
contextual factors surrounding unlicensed driving exist for Indigenous peoples in 
Australia, particularly for those who live in more remote locations such as pressure to 
fulfil kinship obligations (ATSB, 2006a), and the same may exist for drink driving among 
Indigenous Australians.  This notion is supported by research internationally, where there 
has been more attention towards drink driving in Indigenous communities and therefore 
greater understanding of the factors that facilitate it (Rothe et al., 2005).  Such research 
indicates that similar kinship obligations, along with other differences in contextual 
factors, when compared to mainstream drink drivers, exist as well as demonstrating the 
need for suitable strategies for this population.    
In summary, the issues and shortcomings identified above have meant a dearth of 
literature pertaining to the profiling of offender and offence characteristics for Indigenous 
repeat drink drivers.  Moreover, there is little understanding of the cognitions of 
Indigenous repeat drink drivers or the contextual factors which may contribute to or 
exacerbate Indigenous drink driving.  In light of this limited understanding, the current 
study aimed to: i) quantify Indigenous repeat drink driving in Queensland between 2006-
2010; and ii) compare the demographic characteristics and offence details of first time 
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Indigenous offenders with those Indigenous offenders who commit multiple drink driving 
offences.  As the official court records now permit offenders to identify their Indigenous 
status it is possible to separate data on this basis.  Thus the study is timely in that it 
possible to attempt to identify factors that may be significant in predicting Indigenous 
drink driving recidivism. 
6.5 Method 
6.5.1 Description of data 
Records of persons prosecuted in Queensland for driving under the influence of 
alcohol between 1 January 2006 and 31 of December 2010 were obtained from the 
Department of Justice and Attorney-General, Brisbane, Australia.  The dataset included 
the following offence variables of interest: date of offence and conviction, charge 
number, sentencing court location, offence code, and sentencing outcome description.  It 
also included the following offender details, namely date of birth, gender and self-
identified Indigenous status.  The data were de-identified with each conviction assigned a 
unique case number.  The Queensland University of Technology Ethics Committee 
approved this study (Approval number: 1100000636). 
6.5.2 Data management 
Using the Indigenous status field, all convictions for drivers who did not self-
identify as an Indigenous person were removed.  Evaluations of information collection for 
Indigenous status have noted some issues with utilising Indigenous status including 
limited understanding of the reasons for collecting data and the uses of data, non-use of 
the standard Indigenous status question, lack of quality assurance measures and a 
perception of reluctance among Aboriginal and Torres Strait Islander peoples to disclose 
their Indigenous status (AIHW, 2012b).  In addition, all matters that did not result in a 
conviction (n=128), or had missing data for variables of interest (gender missing n=1; age 
missing n=5) were excluded.  Convictions for people under the age of 15 years were also 
excluded from analysis (n=18). 
From a legal standpoint in Queensland, the term “recidivist” refers to an 
individual who has incurred more than one drink driving conviction in the last five years 
(DTMR, 2011).  As the data was de-identified, deterministic linkage was used to match 
individuals to multiple convictions.  Date of birth, gender, specific Indigenous status 
(Aboriginal, Torres Strait Islander or both Aboriginal and Torres Strait Islander) and 
 The development of the ‘Hero to Healing’ program     158 
 
 
 
sentencing court location were used to match convictions committed by the same 
individual.  Completing this linkage technique is usually conducted to identify individuals 
within multiple data sources.  Studies linking de-identified data have found linkage 
techniques to identify individuals within data to have high specificity, however sensitivity 
is dependent on the number of variables and has been found to range from 60.4-96.1%, 
dependent on the number of variables used (Newgard, 2006).  All offenders were 
assigned a code on the basis of number of offences to distinguish the repeat offenders 
(value=1) from first offenders (value=0).  The offences of individuals classified as repeat 
drink drivers were arranged in chronological order, and the data related to the first 
offence was then used to conduct the statistical comparisons with first time offenders.  
Within the current data, some repeat offenders who committed more than one offence did 
so prior to the court determination for the first offence.  Because this means that those 
offenders would not have been exposed to the intended deterrence of sentencing for the 
first offence before committing the subsequent offence, they were excluded from this 
analysis (n=298) as a primary focus is on effective methods of deterring Indigenous 
offenders. 
The authors of the study acknowledge there are limitations with identifying repeat 
offenders in the manner described which utilises a 5 year period of data only.  This 
method has been adopted due to the commencement date for self-identification of 
Indigenous status within the Department of Justice and Attorney-General official records.  
Data for this field is not available for records prior to 2006.  Therefore, some offenders 
categorised in this study as first time offenders may have had a recorded conviction prior 
to 2006.  This limitation will be discussed further in the discussion.  
6.5.3 Classification of court location, blood alcohol concentration offence level and 
sentencing severity for the analysis 
The legal breath alcohol limit for driving in Australia varies according to class of 
licence or restrictions.  It is 0.00g/100ml for licensed drivers on provisional or 
probationary licences and professional drivers (i.e. taxi and truck drivers), but between 
0.01g/100ml and 0.049g/100ml for drivers on an open, full licence (DTMR, 2012).  For 
this study three categories of BAC were used to classify the offence for which an 
individual driver was prosecuted.  These correspond to the legal classifications of BAC 
offences, and are: above the zero limit (0.01-0.049g/100ml); the general alcohol limit 
(0.05-0.149g/100ml); and, the high range alcohol limit (≥ 0.15g/100ml).  Since the data 
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for this study was supplied, the legislation for BAC limits has changed in Queensland to 
include a fourth category of BAC offence, referred to as mid-range (0.10-0.15g/100ml) 
(DTMR, 2012). 
As a higher number of alcohol-related road crashes amongst Indigenous peoples 
occur in remote areas in comparison to metropolitan and regional areas, location of the 
offence was regarded as important in this analysis.  However, the supplied data did not 
record the location of the offence, so the location of court of the conviction was used as a 
proxy for this. The majority of cases in the data had a short period of time between the 
offence and conviction date, suggesting that these matters were dealt with in a timely 
manner by the court in the region the offence occurred rather than being transferred to 
another court.  For this research, the accessibility/remoteness index of Australia (ARIA+) 
was used to allow exploration of associations between remoteness and drink driving 
behaviour (AIHW, 2004a).  The ARIA+ was used to categorise court locations into five 
levels of remoteness, ‘major cities’, ‘inner regional’, ‘outer regional’, ‘remote’ and ‘very 
remote’. The ARIA+ has been used previously in road safety and public health research 
(Allen, Inder, Lewin, Attia, & Kelly, 2012; Fatovich & Langford, 2011; Steinhardt et al., 
2009).  
With regard to the location of the offence, it is also essential to recognise alcohol 
sale and consumption legislation varies across Queensland. Alcohol management plans 
were introduced in remote Indigenous communities in Queensland during 2002 and 2003 
in response to high rates of alcohol-related injuries. These plans are initiatives that 
involve local community justice groups (statutory bodies consisting of Indigenous Elders 
and others) in partnership with government agencies. Plans consist of a three-tiered 
approach including supply reduction strategies in collaboration with demand and harm 
reduction strategies.  The supply reduction strategies are the main component and contain 
alcohol possession and sale limits (Queensland Government, 2005).   
After several years of operation, a review of the alcohol plans was conducted.  As 
positive outcomes associated with supply reduction were identified, there was a 
tightening of the alcohol restrictions in these plans, with alcohol prohibited in some 
remote Indigenous communities from 2008.  It is not the purpose of this study to explore 
what effect these tighter alcohol restrictions have had on repeat drink driving, as the 
analysis will not be specifically investigating changes at an individual court level.  
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However, the study does acknowledge these differences in alcohol sale and carriage 
legislation across Queensland and differing enforcement of alcohol restrictions in remote 
Indigenous communities.  The majority of these communities are classified as being ‘very 
remote’ according to ARIA+ classification. 
The Penalties and Sentencing Act of Queensland provides judicial discretion at 
sentencing, and the deterrent effect of different penalties may differ.  We were therefore 
interested in examining whether severity of the penalty had an impact on reoffending and 
created a code to categorise the severity of sentences.  Sentences were categorised in 
order of sentencing severity, specifically ‘convicted not further punished’, ‘other’ (such 
as, victim compensation), ‘monetary fine’, ‘community based order’ (including probation, 
community service and intensive corrections), ‘suspended sentence’ and ‘imprisonment’.  
For repeat offenders the sentencing outcome for the first offence was used for the 
comparison to first offenders.  
For general criminal offences, rates of recidivism are higher for Indigenous males 
than for Indigenous females and higher for those whose first court appearance occurs 
when they are younger compared with those who are older (Chen, Matrugio, 
Weatherburn, & Hua, 2005).  Hence initial analyses were completed separately for males 
and females; and for three age brackets (15-24 years; 25-39 years and 40+ years).  In the 
course of the study, when age is referred to, it the age of the offender at first offence that 
appears in this data.  
6.5.4 Data analysis 
Data were entered and coded into the Statistical Package for the Social Sciences, 
version 18.0 (SPSS Inc., Chicago, IL).  Chi-square analyses were conducted to compare 
first time and repeat (multiple convictions within the 5 year period for which data was 
supplied) offenders with risk factors, namely gender, age at first offence, BAC, 
geographical region (according to the ARIA+ classification of location of the court where 
the conviction was recorded) and sentencing severity.  To identify cell differences within 
the analyses, standardised adjusted residuals were calculated for each cell in order to 
determine cell differences that contributed to the chi-square test results.  Values greater 
than 2.0 are reported on.  The risk factors were then subject to univariate and multivariate 
logistic analyses.  Risk factors entered into the model were age (15-24 years; 25-39 years; 
and, 40+ years), gender, BAC category (<0.05g/100ml; 0.05-0.149g/100ml; and, ≥ 
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0.15g/100ml), geographical region (‘major cities’; ‘inner regional’; ‘outer regional’; 
‘remote’; and, ‘very remote’), and sentencing severity (‘convicted not further punished’, 
‘other’, ‘monetary fine’, ‘community based order’, ‘suspended sentence’ and 
‘imprisonment’).  Odds ratios were calculated with 95% confidence intervals (CI) (Hilbe, 
2009).   Lastly, for offenders categorised as repeat offenders within this study, the time 
between first conviction and date of the second offence is reported. 
6.6 Results  
6.6.1 First offenders versus repeat offenders 
Demographic characteristics for the sample are displayed in Table 6.  As shown, 
of the 7,834 Indigenous drink drivers, 7,128 were categorised as first time and 706 were 
repeat offenders, meaning there was a 9% recidivism rate.  The majority of first and 
repeat offenders were male, 75% and 78% respectively.  The median age of first time 
male and female offenders was 43 years (range: 15-81) and 46 years (range: 15-65), 
respectively.  For repeat offenders the median age of male offenders was 28 years (range: 
15-62), and 28 years also for female repeat offenders (range: 15-56).  Comparisons on the 
basis of age at first offence show statistically significant differences between first time 
and repeat offenders for both males  (χ 2 =7.64, df = 2, p=0.02), and females (χ2 =6.59, df 
= 2, p=0.03).  Adjusted standardised residuals revealed male repeat offenders were more 
likely to be 15-24 years than 40 year or older compared to their first offender 
counterparts.  For females, adjusted standardised residuals revealed a significantly higher 
rate of re-offenders between 25-39 compared to offenders aged 40 years and older.  
Examining the BAC of the first offence, a significantly greater proportion of male 
repeat offenders were convicted for offences in the high range BAC (≥ 0.15mg) category 
compared to first time male offenders (χ2=6.49, df = 2, p=0.04).  This pattern was not 
evident for female offenders (χ2=3.36, df = 2, p=0.18).   
Remoteness of the court location was found to be strongly significantly associated 
with repeat offending for both males (χ2=48.75, df=4, p<0.001) and females (χ2=15.30, 
df=4, p<0.001).  Adjusted standardised residuals showed a larger proportion of repeat 
offenders located in the ‘remote’ and ‘very remote’ areas compared to their ‘major cities’ 
court location counterparts.  For females, adjusted standardised residuals revealed a 
similar trend with repeat offenders more likely to be convicted in ‘outer regional’ and 
‘remote’ areas compared to ‘major cities’ court locations. 
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The principal penalty imposed at sentencing was monetary for 80% of both first 
and repeat offenders regardless of gender.  The second most common penalty for all 
groups was community based order (10%).  Overall, there were no differences detected 
between first and repeat offenders in terms of sentencing severity either for males 
(χ2=5.76, df =5, p=0.33), or for females (χ2=3.63, df=5, p=0.60).   
A logistic regression with drink driving repeat offending as the outcome was 
conducted, with location, age at the time of the first offence and BAC entered as risk 
factors.  Sentencing severity was also included in the model in order to examine any 
association with recidivism.  Crude and adjusted relative risks for repeat offending are 
presented in Table 6.2.  As can be seen, a strongly statistically significant association was 
found between remoteness of the location of the court and the odds of recidivism, with 
association increasing with each increment in remoteness.  Offenders who committed 
their first offence between 15-24 years of age were also significantly more likely to go 
onto be repeat offenders compared to drivers over 40+ years of age.  High range BAC at 
first offence was not significantly associated with repeat offending, when adjusted for 
other risk factors.  Gender was not associated with repeat offending.  Of the six different 
categories of sentencing severity, none were significant in the model.  
Analyses were conducted to identify secondary effects between significant 
variables.  No significant secondary associations could be identified in the models, so 
interaction effects in the modelling are likely to be minimal.  The Hosmer and Lemeshow 
test (p = 0.64), indicated that the model fits the data well.   
6.6.2 Repeat offenders -time between first and second conviction 
Of the 706 repeat offenders, almost half re-offended within the first 12 months 
from the date of the first conviction (n=336; 47.5%).  The proportion of offenders 
apprehended and convicted of drink driving on a further occasion declined over time.  
Between 13-24 months, 149 (21.1%) went on to re-offend.  From 25 to 36 months after 
the first conviction 120 (16.9%) of the repeat offenders relapsed.  The remaining 
recidivist drink drivers in this study (n=101; 14.3%) re-offended more than 36 months 
after their first conviction. 
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Table 6.1. Characteristics of first time versus repeat Indigenous drink drivers in Queensland Courts between 2006-2010 at index offence 
 
 
RISK FACTOR 
 
FIRST TIME 
 
REPEAT 
 
 
TOTAL (100%) 
 Males 
n (%) 
Females 
n (%) 
Total 
n (%) 
Males 
n (%) 
Females 
n (%) 
Total 
n (%) 
 
BAC        
<0.05g/100ml 228 (4.3) 94 (5.3) 322  (4.5) 29 (5.2) 3 (2.0) 32 (4.6) 354 
0.05-<0.15g/100ml 3,005 (56.0) 1,138 (64.7) 4,143 (58.1) 280 (50.5) 99 (65.5) 379 (53.6) 4,522 
≥ 0.15g/100ml 2,134 (39.7) 529 (30.0) 2,663 (37.4) 246 (44.3) 49 (32.5) 295 (41.8) 2,954 
        
Region        
Major Cities 1,145 (21.4) 430 (24.4) 1,575 (22.1) 61(11.0) 18 (11.9) 79 (11.2) 1,651 
Inner Regional 851 (15.8) 282 (16.0) 1,133 (15.9) 91 (16.4) 24 (15.9) 115  (16.3) 1,248 
Outer Regional 1,878 (35.0) 605(34.4) 2,483 (34.8) 190 (34.2) 64 (42.4) 254 (35.9) 2,737 
Remote 660 (12.3) 237 (13.5) 897 (12.6) 83 (15.0) 29 (19.2) 112 (15.8) 1,009 
Very Remote 833 (15.5) 207 (11.8) 1,040 (14.6) 130 (23.4) 16 (10.6) 146 (20.8) 1,186 
        
Age        
15-24 years 1,862 (34.7) 589 (33.4) 2,451 (34.4) 236 (42.5) 46 (30.5) 282  (40.0) 2,733 
25-39 years 2,405 (44.8) 847 (48.8) 3,252 (45.6) 226 (40.5) 87 (57.6) 313 (44.3) 3,565 
40+ years 1,100 (20.5) 325 (18.5) 1,425 (20.0) 93 (17.0) 18 (11.9) 111 (15.7) 1,536 
        
Total 5,367  (75.3) 1,761 (24.7) 7,128 555 (78.6) 151(21.4) 706 
 
7,834 
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Table 6.2. Risk factors (crude and adjusted odds ratios) of repeat drink driving offending 
RISK FACTOR 
 
Crude 95% CI P value Adjusted 95% CI P value 
Gender       
Female (reference)       
Male 1.21 1.00-1.45 0.05 1.16 0.97-1.40 0.11 
Region       
Major Cities (reference)       
Inner Regional 2.02 1.50-2.72 <.001 1.97 1.47-2.63 <.001 
Outer Regional 2.04 1.57-2.64 <.001 2.10 1.63-2.71 <.001 
Remote 2.49 1.84-3.35 <.001 2.53 1.88-3.39 <.001 
Very Remote 2.79 2.10-3.72 <.001 2.71 2.04-3.61 <.001 
Age       
15-24 years (reference)       
25-39 years 0.89 0.75-1.06 0.21 0.89 0.75-1.06 0.11 
40+ years 0.73 0.58-.917 0.01 0.73 0.57-0.91 0.005 
BAC       
<0.05g/100ml 1.08 0.74-1.58 0.66 1.00 0.69-1.48 0.96 
0.05-0.149g/100ml (reference)       
≥ 0.15g/100ml 1.21 1.03-1.42 0.02 1.14 0.97-1.34 0.11 
Sentencing Severity 
Convicted, not further punished (reference) 
Other 
Monetary Penalty 
Community Based Order 
Suspended Sentence 
Imprisonment 
 
 
0.60 
0.89 
0.85 
0.99 
1.18 
 
 
0.13-2.61 
0.44-1.79 
0.61-1.21 
0.65-1.51 
0.67-2.05 
 
 
0.49 
0.74 
0.38 
0.97 
0.56 
 
 
1.21 
1.22 
1.33 
1.50 
1.29 
 
 
0.25-5.88 
0.28-5.87 
0.31-5.80 
0.33-6.80 
0.29-5.67 
 
 
0.80 
0.78 
0.70 
0.59 
0.73 
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6.7 Discussion 
This is the first study investigating the characteristics of recidivist drink 
drivers among Indigenous peoples specifically on a state-wide level.  As mentioned 
previously, the authors acknowledge that the methodology used in this study has 
limitations in relation to the certainty that the individuals categorised as first time 
convicted offenders have in fact been categorised correctly.  This is highlighted by 
the nine percent recidivism rate in this sample, which would seem to be an under 
estimation compared to the rates of recidivism normally reported for mainstream 
drink driving populations (DTMR, 2011).  However, the authors believe it is 
important to conduct the analysis of the data at this time because of the critical 
impact this particular issue has on Indigenous drivers and the communities in which 
they live, and the subsequent importance of informing the development of 
interventions to reduce this type of offending.   Such data limitations as well as the 
inconsistency in recording Indigenous status accurately have previously been 
acknowledged as problems facing researchers in being able to make meaningful 
conclusions from research attempting to investigate issues affecting Indigenous 
peoples (ATSB, 2006b).   
Other limitations pertaining to the data include the lack of information on the 
location of the offence.  It may be that the location of the sentencing court as a proxy 
may not be an accurate reflection of where these drink drivers live.  Nevertheless, it 
is unlikely that a large number of offenders applied to have their drink driving 
matters moved from the locations where the offences occurred to another court 
location.  Unfortunately, the specific BAC reading at time of offence was also not 
available within the dataset.  Thus, further analysis of the convictions pertaining to 
BAC could not be completed other than the three BAC charges under legislation. 
Recording specific offence details would improve the analysis of the data and 
therefore the understanding of the risk factors of Indigenous repeat offenders, 
especially as analysis is already limited to certain datasets because of non-recording 
of Indigenous status in other databases.   
A final limitation lies in the type of data.  As this study is based on 
conviction rates, these may not be an accurate reflection of the repeat drink driving 
behaviour among Indigenous peoples in Queensland, as there are several factors that 
impact on such rates.  Important factors such as the court clearance rates and level of 
 The development of the ‘Hero to Healing’ program     166 
 
 
 
policing could not be taken into account here.  Moreover, enforcement levels, 
particularly in remote areas, where there are fewer resources to enforce drink driving 
laws, may vary widely, and thus detection and conviction may also vary.  However, 
the patterns and relationships are by no means clear, as it is also possible that in 
more isolated areas and remote communities, where people are known to each other, 
enforcement can target known drink drivers or utilise local knowledge in 
enforcement activities.  It is not possible here to say which, if either, of these 
situations is the most likely or what the size of any effect has been. 
6.7.1 Relevance of the findings 
Unlike studies from the wider population, such as Beirness et al. (1997), that 
report that a greater proportion of repeat versus other drink drivers record high range 
BACs, often considered to be because of chronic alcohol misuse, the same pattern is 
not reflected for this Indigenous offender drink driving sample.  For this sample, the 
proportion of first time Indigenous drink drivers convicted of high range BAC 
offenses was higher than for mainstream first offender cohorts.  For example, in the 
Drink Driving Discussion Paper, commission by the Queensland Government, 19.6 
percent of first offenders in the wider Queensland population were recorded as 
having a high range BAC (DTMR, 2011) while for the current sample 37.3 percent 
of the first time offenders had this level.  One interpretation of this result is that the 
pattern of alcohol consumption for Indigenous versus non-Indigenous drivers is 
different, with a large proportion of Indigenous drivers who do not have a prior drink 
driving conviction apparently being apprehended after consuming a large quantity of 
alcohol prior to driving.  Based on the findings related to BAC from this study, it 
may also be argued there may be no difference between the recidivist drink driver 
and first offender patterns of alcohol consumption for Indigenous drivers.  This may 
seem counterintuitive given that consistently high rates of alcohol misuse amongst 
Indigenous peoples in Australia have been documented for a number of decades 
(Vos et al., 2007).  However, it suggests that misuse may occur early for some 
Indigenous youth.  This interpretation is consistent with the research highlighted 
earlier that suggests that  risky alcohol consumption patterns are more common 
among Indigenous drinkers than non-Indigenous, even though the proportions of 
Indigenous peoples who consume alcohol is lower than for non-Indigenous people 
(AIHW, 2003; AIHW, 2005; AIHW, 2010).  What the current research adds is that 
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such risky drinking may begin early for Indigenous drinkers.  More speculatively, 
early onset risky drinking may be exacerbated by the consequences of drink driving 
offences, such as losing one’s license and therefore being unable to gain employment 
and thus having greater unoccupied time.   
Remoteness of the sentencing court location was found to be a strong 
predictor of repeat drink driving.  This result extends previous findings on 
Indigenous road-related offending such as over representation in alcohol-involved 
crashes in rural areas and unlicensed driving in non-metropolitan areas (CARRS-Q 
& Qld Transport, 2003).  Historically, such driving-related offences in more isolated 
locations have been attributed to the lack of services, limited alternative transport 
options (CARRS-Q & Qld Transport, 2003; Rumble & Fox, 2006) and differences in 
attitudes towards road safety amongst rural populations.  Although speculative, there 
may also be a perception among drink drivers in more isolated areas that the 
likelihood of apprehension and therefore punishment is low because of limited 
resources to police this behaviour, thereby fostering a culture of dangerous road 
behaviour such as drink driving. 
An additional factor that may be affecting drink driving patterns in remote 
Indigenous communities is the legislated control of the sale and possession of 
alcohol through alcohol management plans.  Early evaluations of alcohol restrictions 
in some Queensland Indigenous communities have reported that these may have 
reduced assault-related injuries (Margolis et al, 2008; Margolis et al, 2011).  
However, such positive effects of alcohol management may be being undermined by 
‘sly grogging’, where local Indigenous residents from communities where 
restrictions are present drive to other locations where restrictions do not apply to 
purchase and consume alcohol (Chikrizths et al., 2007; FaHCSIA, 2009).  This 
presents opportunities for drink driving and therefore detection and prosecution.  It is 
unclear to what extent this phenomenon affects recidivism amongst Indigenous drink 
drivers and unfortunately the scope of this study does not allow for any closer 
examination of such effects.  However, it appears that much more research into this 
issue in remote Queensland Indigenous communities is necessary.   
Lastly, for repeat offenders, the findings reported here suggest that the first 
12 months after conviction is a high risk period for recidivism.  In turn this suggests 
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that offering services shortly after conviction for a drink driving offence may be 
critical in reducing re-offending.  
The findings in this study are preliminary; nevertheless, we have shown that 
issues such as risky alcohol consumption and limited transportation alternatives that 
affect drink driving generally are especially important for Indigenous repeat drink 
driving in regional and remote areas.  As an increase in the population of young 
Indigenous peoples is expected over the next decade (ABS, 2006c), it is likely that 
there will be an increase in the number of Indigenous youth applying for drivers’ 
licenses or having access to motor vehicles.  Research indicates a larger proportion 
of Indigenous adolescence between 14-17 and 18-24 years of age self-report riskier 
alcohol use than their non-Indigenous counterparts (AIHW, 2004b).  Therefore, 
advancements towards the understanding of drink driving relapse should also be 
made to allow for the development of effective countermeasures targeting the 
specific age and regional issues this study has identified.   
Development of offender-based therapeutic, treatment programs with long-
term support is one option to address these issues.  Whilst steps have been made 
towards developing ‘best practice’ Indigenous road safety programs (Cercarelli, 
1999), further work is required in the area of drink driving.  Work is needed on 
development and testing of multifaceted models focusing on the interaction of legal, 
social and psychological factors that describe and explain relapse among this cohort, 
since there is limited literature to inform the development of such a program.  
Consistent with other researchers, we would urge the inclusion of variables such as 
predictors of future intentions to drink drive, alcohol consumption levels, and self-
reported recent drink driving behaviours (Freeman, Liossis, & Schonfeld, 2006).  
Additionally, illicit drug use and driving should also be included given the recently 
reported high rates of cannabis in remote Indigenous communities (Bohanna & 
Clough, 2012).  Given the high level of contact Indigenous peoples have with the 
justice system, the potential for a treatment program to be delivered as part of a 
diversionary program for Indigenous drink drivers, with the additional possibility of 
licence disqualification reductions if completed successfully, also requires serious 
consideration if this issue is to be addressed.  Finally, the fact there is larger number 
of Indigenous peoples who abstain from alcohol use should also be considered as a 
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strength, particularly in more rural and remote areas and a possible opportunity to 
build capacity for drink driving strategies.  
6.8 Conclusion  
This study is the first of its kind in Australia, as it provides information on a 
state-wide level about the demographics and risk factors associated with Indigenous 
recidivist drink driving. In contrast to findings on mainstream drink drivers, 
recidivist Indigenous offenders appear to be considerably younger, and more likely 
to be living in rural and remote areas.  Patterns of alcohol consumption for 
Indigenous first time drink drivers appear to be different from those of offenders 
from the wider population: Indigenous first time offenders are likely to be charged 
with relatively high levels BAC offences, similar to those of their recidivist 
counterparts.  Future direction should move to developing comprehensive models 
focusing on identifying the various legal, psychological and social factors 
attributable to recidivist drink driving to inform the development of effective 
countermeasures.  Reducing the injuries and fatalities contributed by recidivist drink 
driving is needed to address the broader alcohol-related health burden experienced 
by Indigenous Australians.   
6.9 Chapter summary  
This chapter used the same drink driving conviction data from the 
Department of Justice and Attorney General presented in Stage One and applied 
deterministic linkage to identify repeat drink drivers. After controlling for 
confounding factors, gender, sentencing severity and blood alcohol concentration 
levels were not significantly associated with recidivism. The association of 
recidivism and remoteness identified is consistent with higher rates of alcohol-
related transport accidents involving Indigenous Australians in isolated areas.  Since 
BAC level was not significantly associated with repeat drink driving,  it may be 
possible there is no difference between the recidivist drink driver and first offender 
patterns of alcohol consumption for Indigenous drivers.   Greater understand of the 
pressures faced by Indigenous drink drivers in regional and remote communities is 
needed.  The literature drawn upon to explain the findings in Chapter Six primarily 
health and alcohol-related research, demonstrating the gaps in the existing road 
safety literature to explain such findings.   On this basis, Studies Two and Three will 
be conducted in regional and remote communities.  
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7.2 Notes 
Fitts, MS., Palk, GR., Lennon, AJ., & Clough, AR. (2013). Why do Indigenous 
Australians drink and drive? A qualitative exploration of self-reported influences on 
drink driving behaviours of Indigenous peoples from remote communities.  
Proceedings of the 23rd Canadian Multidisciplinary Road Safety Conference, 
Montreal, Canada, 26-29 May 2013.   
 
All authors meet the criteria for authorship and take responsibility for their 
part in the publication, with the candidate accepting overall responsibility as first 
author. In the case of this paper, the candidate was responsible for all aspects of 
preparing the manuscript including reviewing the literature, formulating the ideas 
and arguments(s), interpreting the research findings and their implications, and 
structuring, writing, and appropriately referencing the manuscript. In addition, the 
candidate conducted all the interviews that the findings reported in the paper are 
based on. The co-authors are members of the candidate’s supervisory team and, in 
addition to providing assistance with manuscript revisions, their contribution to the 
paper has been supervisory in nature. The co-authors agree to the use of the paper in 
this dissertation and its publication on the Australasian Digital Thesis database 
consistent with any limitations set by publisher requirements.  
The paper was peer-reviewed as a condition of their inclusion in the 
Conference Proceedings for the 23rd Canadian Multidisciplinary Road Safety 
Conference. The paper is recognised for the Higher Education Research Data 
Collection (HERDC), and the author retains publication rights.  
 This paper is the first paper of Stage Two and therefore the first paper to 
introduce the findings from the qualitative methodology.  The findings from this 
paper are fundamental to the drink driving program content and delivery 
considerations when developing the program in Stage Three.  This paper reports the 
two major motivational factors for drink driving in Indigenous communities, 
‘obligations to kin’ and ‘being the hero’.  The rationale described by Indigenous 
people with a history of engaging in drink driving reported here supports the notion 
there are different antecedents for drink driving behaviour in Indigenous society. 
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7.3  Abstract  
Drink driving contributes towards high injury rates for Indigenous 
populations in Canada and Australia, particularly in more isolated regions.  At 
present there is limited research on the cultural and psychosocial factors that 
underpin Indigenous peoples’ drink driving. This study is part of a broader project 
aiming to inform a culturally sensitive program.  Qualitative interviews with 29 
convicted Indigenous drink drivers (aged 20-51 years) from a remote region of 
Queensland, Australia were used to explore their cognitions about, and underlying 
motivation for, drink driving as well as the factors that might facilitate or impede it.  
Although a number of themes were identified, this paper will focus on the first 
theme, respondents’ self-perceived rationale for their behaviour.  Two subthemes 
were identified: ‘being the hero’ referred to situations where respondents were 
motivated by a bravado mentality to drive after drinking despite having, on some 
occasions, the opportunity to avoid this (e.g. another person offering to drive); and 
‘family obligations’ which referred to situations where respondents described 
pressure from members of their extended families to drive after drinking.  The 
underlying responsibility for transporting family members appeared to be difficult to 
avoid and related to cultural values.  Findings indicate the social and individual 
characteristics for younger drink drivers are similar to mainstream populations.  
However, the reinforcers for Indigenous drink drivers may be different for this 
population, consistent with findings on other Indigenous populations outside 
Australia.  Specific programs should contain a family-centred approach and explore 
the kinship value system to build strategies around these strong relationships.  
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7.4  Introduction 
At present, motor vehicle crashes are one of the leading contributors to 
injuries in the Indigenous population in Australia, with Indigenous Australians three 
times more likely to be involved in a serious or fatal road crash than non-Indigenous 
people (Somssich, 2009; Vos et al., 2007).10  The principal risk factor for a large 
proportion of these Indigenous injury-related crashes is alcohol, particularly for 
Indigenous peoples in remote Australian areas where a substantially larger 
proportion of such crashes are alcohol-related compared to crashes in other areas 
(31.5 percent v 17.5 percent) (Edmonston et al., 2008).  This phenomenon is not 
unique to the Indigenous population in Australia.  Although culturally diverse, 
Indigenous populations in other western countries, including Canada, and the United 
States of America all have similar statistics, with alcohol-related motor vehicle 
crashes one of the leading causes of injuries (Pollack et al., 2012).  One potential 
factor exacerbating alcohol-related crashes is the high rate of re-offending among 
Indigenous drink drivers (Trimboli & Smith, 2009).  Therefore, addressing the 
behaviour of driving whilst intoxicated would support reducing the life expectancy 
gap that exists between Indigenous peoples and the non-Indigenous population; and 
indeed, makes drink driving a major road safety issue in Australia and internationally 
today. 
Drink driving programs have been instrumental in reducing the likelihood of 
drink drivers re-offending, particularly among repeat offenders (Siskind et al., 2001). 
Many of these programs are informed by research that has identified contextual and 
psycho-social factors that facilitate drink driving for that particular population. There 
is a variety of educational and/or therapeutic drink driving programs offered in 
Australia; with most designed to ensure they are sensitive to the needs of Indigenous 
participants, including literacy and numeracy needs (Larn & Dwyer, 1993; Mills et 
al., 2008). However, many programs are often developed for urban populations and 
do not communicate information in a culturally suitable manner, unlike the programs 
offered to Indigenous populations in other countries which have been primarily 
based on group discussion or ‘sharing circles’ (Woodall et al., 2007).  Currently, 
there is scant information in the literature to inform a drink driving program that 
                                                             
10 Indigenous Australians refers to people who identify as Australian Aboriginal and/or Torres Strait Islander 
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could target Australian Indigenous drink drivers living in remote areas.  This may be 
partly because injury prevention is a comparatively new issue on the Indigenous 
health agenda in Australia (Clapham et al., 2008), and has been somewhat 
overshadowed by the health issues related to alcohol misuse generally and the wider 
social concerns confronting Indigenous peoples.   
Several reports have provided preliminary information about the context in 
which drink driving behaviour transpires among Indigenous peoples in Australia.  
One report found that there was often a ‘group mentality’ among Indigenous 
drinkers.  This results in a tendency to nominate the least intoxicated person or the 
person with the least number of prior convictions to drive in order to avoid further 
fines or imprisonment, especially where there is a perception of being caught (Office 
of Road Safety, 2007).  Additionally, there is strong anecdotal evidence that 
indicates that important characteristics associated with repeat drink driving offences 
in the mainstream community also apply to Indigenous drink drivers in Australia, 
including greater levels of risk taking, beliefs about being a capable driver even 
when alcohol impaired, and limited management and coping skills (Office of Road 
Safety, 2007).  Other studies indicate that cultural norms may be influential.  For 
instance Indigenous peoples may drive unlicensed because of norms that it is 
culturally inappropriate to refuse older family members’ demands (Siegel, 2002).  
Whilst these reports add important information to the discourse regarding the road 
behaviour of Indigenous peoples, and identify that differences exist when it comes to 
road behaviour for Indigenous peoples, there is little formal research available about 
contextual factors.  One factor that may be important within this is the cognitions of 
Indigenous peoples.  Detailed information about contextual factors and their 
relationship with drink driving in remote Australia could be used to better inform the 
design and implementation of effective offender-based therapeutic programs. 
Internationally, there has been greater attention and therefore greater 
understanding of the factors that support drink driving in Indigenous communities 
compared to the Australian research context (Government of Alberta, 2007).  
Qualitative research with Canada’s young First Nation people about drink driving 
indicates that there are interrelated social factors underlying the behaviour (Rothe et 
al., 2005).  Narratives suggest that experience with drink driving commences from 
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an early age, where youth have watched older family members drive under the 
influence of alcohol and therefore internalised the behaviour as acceptable.  In some 
cases, young respondents recalled situations where they were pressured to drive 
unlicensed, often by their parents who were intoxicated, therefore allowing their 
parents to continue to consume alcohol and avoid the risk of drink driving.  Drink 
driving has been viewed as an entrenched behaviour within First Nation 
communities, and associated with a risk of physical or verbal abuse if an individual 
takes action to stop others from drink driving (Rothe, 2005).  The authors of the 
study concluded that drink driving does not occur in isolation; rather, it is reflective 
of the broader alcohol misuse in First Nation communities and has a number of 
influential cultural factors which are unlike the mainstream experience generally and 
which need to be addressed holistically in order to be successful in reducing drink 
driving (Rothe, 2005).  
Recently released road safety initiatives in Australia such as the National 
Road Safety Strategy 2011-2020 released by the Australian Transport Council, have 
a strong focus on Indigenous road safety (ATC, 2011).  Within this initiative several 
strategies have been designed specifically to alleviate the harm motor vehicle crashes 
contribute towards the heath gap Indigenous Australians experience. The aim is to 
achieve this through the development and implementation of locally relevant and 
culturally appropriate Indigenous campaigns and programs that meet the needs of the 
linguistically diverse groups (ATSB, 2006a).  It has been consistently reported that 
other methods typically used to address drink driving behaviour, such as the 
penalties within the justice system, have had limited success in shifting behaviours 
within Indigenous communities.  Moreover, loss of licence for drink driving among 
Indigenous drivers often leads to further driving offences rather than reducing 
offending (ATSB, 2006a; RTA, 2008).  Additionally, there is an acceptance in some 
subsections of Indigenous communities that imprisonment is an acceptable rite of 
passage for young Indigenous men (Office of Road Safety, 2007).  Therefore, 
initiatives such as those in the National Road Safety Strategy are timely in order to 
reduce the legacy that drink driving leaves on injury and imprisonment rates of 
Indigenous Australians.  
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At present there is a dearth of literature about the contextual factors that 
contribute towards drink driving behaviour in remote areas.  Accordingly, the 
following study utilises qualitative, interpretive methods with the aim of capturing a 
more detailed and in-depth understanding of drink drivers’ experiences.  The study 
described here forms part of a larger project that is aimed at developing a culturally 
appropriate drink driving program for Indigenous peoples in regional and remote 
Queensland, Australia.  The research interest is primarily in understanding of the 
contextual and psycho-social risk factors for drink driving.  In particular, the 
research aims to understand self-reported driver rationale and the driver cognitions 
associated with partaking in drink driving behaviour.  Other central interests were to 
identify risk factors that have contributed to drink driving offending and the factors 
that enabled people who been convicted of drink driving to avoid further offending.  
This paper focuses on the first research interest: understanding the driver rationale 
for partaking in drink driving behaviour as it is an important piece of the context that 
separates Indigenous drink driving in remote areas from other studies exploring the 
mainstream context.  
7.5 Methods 
7.5.1 Setting, sample and recruitment 
The study was conducted in Queensland, a state located in the North East of 
Australia with a population of approximately 4 million people (ABS, 2012).  
Indigenous peoples make up approximately 3.5% of this population, but a large 
proportion reside in rural and remote areas when compared to the mainstream 
population.  Drink drivers were recruited from two remote communities located 
within Cape York Peninsula, Queensland.  Cape York covers ~128,000 km2 (7.4% of 
the total area of Queensland), with a population of approximately 13,000 Indigenous 
Australians.  There are twelve small, self-governing communities ranging in size 
from clusters of <200 to 3500 people with >95% being Indigenous (Queensland 
Treasury and Trade, 2012).  The communities consist of many different clan and 
language groups.  These communities are categorised as ‘very remote’, having 
limited access to services and goods (ABS, 2006b) and are often characterised by 
high comparative levels of socio-economic disadvantage as well as being under 
catered for by facilities and professional services or practitioners.  Most employed 
adults in the community are engaged in Community Development Employment 
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Projects (CDEP), an Australian Government funded initiative.  Another major 
industry is mining, which recruits employees from across the twelve communities in 
Cape York Peninsula.  
The communities have a history of high rates of alcohol-related injuries.  
After a government commissioned report into this issue (Fitzgerald, 2001), a supply-
reduction strategy consisting of variety of alcohol sale and carriage restrictions was 
implemented in 2002-2003, as part of a broader three-tiered approach including 
demand and harm reduction strategies.  Following an evaluation which identified 
reductions in certain alcohol-related injuries after the implementation of the first 
wave of supply reduction strategies, these alcohol restrictions were tightened in 2008 
(Queensland Government, 2005).  This involved prohibition of alcohol in some of 
the communities, which included the two study communities.  Anecdotal reports 
from other jurisdictions with similar alcohol restrictions indicate such restrictions 
may be changing the relationship between driving and drinking in Indigenous 
communities as well as altering the possible challenges for individuals who continue 
to drink but wish to avoid drink driving (FaHCSIA, 2009).  It is not the initial 
purpose of this study to explore the specific changes the alcohol restrictions have had 
on drink driving behaviour in remote Indigenous communities in Queensland.  
However, it is important to place the respondents’ stories in the appropriate context 
and acknowledge the additional pressure the alcohol restrictions place on residents, 
both drinkers and non-drinkers. 
Research in Indigenous communities in Queensland can be a very sensitive 
exercise involving permission and cooperation from a wide range of groups 
including community Elders.  Accordingly, consultation with key groups and 
individuals within the two communities commenced in 2011 in order to establish 
contact and relationships as well as gain permission for the study from Councils and 
justice groups.  The two communities were selected on the basis of court data 
obtained by the authors from the Queensland Department of Justice and Attorney 
General for a previous, related study.  Findings from this previous study indicated 
that these two communities had not only high rates of drink driving convictions 
between 2006-2010, they were also amongst the highest compared to other remote 
Queensland Indigenous communities.  Advice from the community groups  was that 
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the researchers not use audio recording for interviews with respondents as there was  
concern that this type of information capture could be used in future court cases. 
Therefore detailed notes were taken during the interviews instead.  This method has 
previously been used in published research on other illegal behaviour in remote 
Indigenous communities including gambling (Breen, 2012). There is further 
discussion regarding the method of interview recording under Section 2.2.   
Identification of potential participants was undertaken via snowball sampling. This 
was decided upon as the best means of recruitment, given the illegal and potentially 
sensitive nature of the interview topic, since it involves a form of personal 
endorsement that the researcher is trustworthy when a respondent gives consent for 
referrals to be contacted.  Because snowball sampling can potentially result in a 
limited range of participants, for this study, a number of different sources were used 
to make the initial contact with potential participants.  It was desirable to include 
respondents with recent as well as those with older convictions.  This was to ensure a 
sample with a broad base of contextual factors contributing to their offending and to 
source a sub-group that had already had time to gain insight into their behaviour 
and/or seek treatment in order to identify protective factors that had enabled them to 
avoid drink driving since their last offence.  The final sources included referrals from 
personnel in the justice group and health services as well as from key individuals in 
community groups (for example, the men’s and women’s groups).   
Multiple visits were made to each community during June and December of 
2012 in order to interview drink drivers.  Eligibility criteria were that respondents 
identified as being of Indigenous status (Aboriginal and/or Torres Strait Islander), 
over 18 years of age, resided in one of the two communities, and had been convicted 
of at least one drink driving offence.  Sampling continued until thematic saturation 
was reached.   
In total, 29 Indigenous Australians, aged between 20-51 years of age, were 
recruited.   Ethics approval for the study was provided by the Human Research 
Ethics Committee of Queensland University of Technology (approval no. 
1100000636).  Australia’s National Health and Medical Research Council protocols 
for research with Indigenous Australians were followed (NHMRC, 2002).  
Participants received a $15.00 voucher in recognition of their time. 
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7.5.2 Materials and procedure 
The study uses an interpretive, qualitative paradigm to document the 
respondents’ views about drink driving in Indigenous communities.  Qualitative 
methods are a familiar and comfortable style for Indigenous peoples who feel 
included through talking and sharing, often referred to as ‘research yarning’ (Bessarb 
& Ng’andu, 2010).  This method has been used previously by others to work across 
cultural barriers (Lee, Conigrave, Clough, Dobbins, Jaragba, & Patton, 2009).  It also 
allows for a good level of personal expression and individuality in the conversations 
and has the advantage for the research in allowing unanticipated themes to emerge.  
A semi-structured interview schedule was used with interview questions 
informed by the existing literature regarding Indigenous road safety behaviour.  
Respondents were asked about the last time they were caught drink driving.  Prompts 
were used where necessary to elicit further information. Respondents were asked 
about drink driving offences previous to the last offence, if they were able to recall 
this information.  To map out risk factors, respondents were asked about the drinking 
patterns of their peers and family as well as their own alcohol use.  For those 
respondents who reported that they no longer drink and drive, probes were used to 
explore their perceptions of what had enabled them to avoid further offending.  
Analysis of the interviews began with review of notes to identify themes early in 
data collection.  However, themes that emerged during the earlier interviews were 
not deliberately introduced into interviews with subsequent respondents in order to 
avoid undue researcher influence.  Issues related to drink driving in the community 
were only discussed if the respondent spontaneously raised these issues during the 
interview.  Lastly, respondents were asked for their views on program design.  This 
took the form of asking respondents what content they thought might be the most 
effective in order for an intervention to address any drink driving risk factors they 
had mentioned, as well as the most effective method to deliver this information in 
their communities.   
Interviews with 29 people were conducted at sites and times nominated by 
the respondents. This usually consisted of the respondent agreeing to be interviewed 
at the time the researcher was introduced to the respondent.  All interviews were 
conducted by the first author (MF), who explained the purpose of the research 
verbally as well as giving respondents an information sheet outlining the research 
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aims, what participation involved and rights as a respondent.  All respondents also 
gave written consent to verbatim notes being taken during the interview.  Duration of 
the interview ranged from 15-70 minutes. 
In order to try to capture some of the expressions and idiom used in the 
interviews more accurately, as well as to explore some of the key themes in more 
detail, a decision was made to attempt to audio-record a small sample of interviews.  
Accordingly, 5 participants who had previously been interviewed were approached 
to ask if they would be comfortable completing a follow-up interview with audio-
recording.  Of the 5 people approached, 4 agreed to follow-up interviews and the 
first author (MF) completed these interviews also.  Interviews were later transcribed 
(MF) for analysis.  Upon completion of transcription, all audio-recordings were 
deleted.  In all there were 33 interviews of 29 separate individuals completed in the 
two communities (4 having been interviewed twice).  Of these, 26 were men and 3 
were women. 
7.5.3 Analysis 
Thematic analysis of the interview transcripts was conducted by the first 
author (MF) using an interpretive framework.  This began by reading through all 
transcripts and identifying broad patterns of experience that appeared across the 
interviews both in relation to the specific research interests as well as other, 
unanticipated or emergent issues.  These were labelled the themes.  Material, in the 
form of sentences and/or paragraphs, was then coded manually into the themes, with 
multiple codes being used if the text fitted into more than one theme.  This was in 
order to ensure that data and meaning were not lost.  Thematic analysis was then 
used to break down, examine and compare material within the themes (Braun & 
Clarke, 2006).  To ensure validity, the independent analysis of the material was 
carried out by co-authors (GP and AL) experienced in qualitative analysis, and the 
content of the themes verified.  Subsequent discussion amongst the authors clarified 
minor points and allowed for agreement on the labelling of the themes.  In addition, 
the first author (MF) sought input on the identification and interpretation of themes 
from two other sources: an Indigenous academic with knowledge of the issues 
relevant to Indigenous drink driving in regional and remote communities; and senior 
and respected community members from the study communities who commented on 
the early themes from the interviews.  
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7.6  Findings 
A number of themes emerged in relation to respondents’ drink driving 
behaviour.  It is beyond the scope of this paper to describe all the themes in detail.  
Instead the focus of the current paper is on the first theme, which related to the 
reasons that Indigenous people in remote communities drink and drive.  This theme, 
‘why drink drive?’ was chosen because the material categorised under it offers 
insight into the motivations of drink drivers and is an important component of the 
context that shows how Indigenous drink driving in remote areas is distinct from that 
of the mainstream drink driving context explored in other previous studies. ‘Why 
drink drive?’ was composed of two subthemes which are described and discussed 
below, supported with quotes from the transcripts.  In the excerpts that appear below, 
gender and age of the respondent are given at the end of each quote, so that the 
reader can have a sense of the ‘voice’ of the respondent.  There is also an asterisk (*) 
to signify the quotes that have been taken from audio-recorded transcripts rather than 
from notes. 
7.6.1  Being the ‘hero’ 
The first subtheme has been labelled being the ‘hero’.  In the material that 
was categorised under this theme, respondents described that it was their choice to 
drive after drinking.   In many cases, excerpts from the narratives of younger 
respondents captured under this sub-theme talked about attempting to “show off” 
(Man, 28, P14)* with an audience of peers while drink driving within the community 
only, and without an intended destination to drive to. As one respondent explained:  
“Lot of people, most boys….some boys find it [drink driving] funny....Yeah 
well that’s what the young generation here now do. They thinkin’ yeah “the 
people [are] watching me.  I go fly through the street.  There’s a bunch of 
young girls watching us, you know?” That’s what’s the thinking [is] 
today….[they are] showing off, styling up, being hero.  Go on Facebook, you 
see it on Facebook.  There’s this fella around here who skids his car all the 
time. A lot of the young fellas doing it [driving recklessly after drinking] now. 
I used to be like that. That’s why I was done [convicted for drink driving] the 
first two times.” (Man, 28, P14)* 
For some of these same respondents who made the decision to drink drive for 
peer attention, a connected underlying motivation was to create some excitement, as 
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respondents reported they were bored and decided to drive for something to do.  As 
illustrated above, social media appears to have become a tool to document and 
promote this behaviour among young adults and community members alike. 
For those who were being the ‘hero’ and driving outside the community, one 
of the main reasons for driving was to purchase alcohol, as the following quote 
reports:  
“I chose to drive.  I do that and then I got caught.  When you drink and 
drivin’ you do a trip into the pub. Go out and go where the grog is....The 
other people around me would be finding it fun.  Yeah like he….“He’s a 
hero”. (Man, 33, P26)*  
As alcohol was prohibited in both study communities, the two main methods 
to purchase alcohol are either to buy it at a licensed venue in another regional centre, 
“driving back from buying grog at the drive through” (Male, 24, P10),  or to obtain it 
through community members who were ‘sly-grogging’.11   Purchasing alcohol could 
occupy entire peer groups for hours or up to a full day depending on which method 
they used to obtain it, as the licensed premises chosen to drive to could be several 
hours drive on unsealed road.  Respondents reported that money was commonly 
pooled together to purchase it.  Another reason young Indigenous adults gave for 
driving while intoxicated was in order to get to a relative’s home where they knew 
alcohol was present.   
In this case of being the ‘hero’ and drink driving outside of the community to 
access alcohol, this behaviour was seen as being “brave.” (Man, 33, P26)* The 
narrative below by the same respondent also indicates that being under the influence 
of alcohol and cannabis contributed towards a sense of invincibility and bravado 
among young adults in the community: 
“You just willing to get the grog and go back when you feel brave....That’s 
when you feel brave to come in [drive to licensed premises in the regional 
town]....Once the alcohol hit your system you want to [be] drivin’ drivin’ 
drivin’ drivin’.... Hero mean that’s when you’re drunk and stoned [under the 
influence of cannabis], that’s when you’re [a] hero and you’re brave and all 
                                                             
11 Sly-grogging is defined as alcohol that purchased from licensed takeaway outlets in towns where alcohol can be obtained 
legally and then sold illegally at inflated prices in areas that have alcohol prohibition.  
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that....and you start feeling strong and you risk it in. You not scared of police 
[being apprehended].” (Man, 33, P26)*  
The sense of invincibility in terms of being brave as well as being able to 
avoid apprehension was also expressed by two other respondents, “alcohol makes 
you strong and invisible” (Man, 30, P9) and “It’s just like when you drinkin’ you 
think there’s no cops around”. (Woman, 26, P18)*  The routine behaviour of drink 
driving without apprehension was often perceived by some respondents as making 
others feel that there was a low risk of being caught by authorities, “They [friends] 
think “[He] got in and out [without being apprehended by police] so I’ll do it too.” 
So it’s a cycle that goes around.” (Man, 28, P14)* 
The phenomenon of drink driving in this manner therefore appeared to be a 
communal activity because of the connection to alcohol, with most respondents 
consuming alcohol with friends or family members prior to engaging in drink 
driving.  This was illustrated in accounts of where respondents consumed their last 
drink prior to apprehension, with some respondents drinking at home or at a licensed 
premises with peers prior to driving, or drinking takeaway alcohol, purchased from 
the licensed premise, in the vehicle while driving to return to the community, as 
reported by one respondent: “I was driving back in here. We were drinking in the car 
on the way back.” (Man, 24, P10)   
Being the ‘hero’ appeared to create social cohesion and sense of belonging in 
the community for young adults.  Respondents who had driven after drinking 
without being apprehended reported that they would talk to others about their 
experiences drink driving the following day.  One respondent reported that she 
would discuss with other friends or interested community members the methods used 
to avoid police apprehension including the route taken back from the regional centre 
to the community and identifying whether police were enforcing drink driving laws, 
as illustrated here:  
“the other guys might think she know how it rolls, she knows how to get 
down without getting pulled over. It makes you like a hero when you make it 
down to [community name deleted]....they ask how you guys come down. 
They ask us “any [police] road blocks?” Sometimes when I see people drink 
driving they go to the police station to see how many cops there [police 
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vehicles]....like if there’s all of the cops there and then they [know they can] 
just make it down.” (Woman, 26, P18)* 
Another dimension of the phenomenon of being the ‘hero’ was where some 
respondents, perceived drink driving as a reciprocal arrangement, whereby if others 
had driven their friends home previously, the “favour” (Man, 28, P14)* should be 
returned.  This behaviour was also noted in the first author’s field notes, as the 
following extract illustrates:  Spoke with a man from the community outside the 
regional court, awaiting his court matter (not drink driving related). The man was 24 
years of age... aware of being the ‘hero’ when referred to drink driving and had 
previously engaged in drink driving. He reported that people his age take turns at 
drink driving when in a group “if I don’t do it, he [someone else in the group] 
will”..... Taking turns was sometimes to avoid the harsher penalties he says, 
including jail.  People know how many convictions they have.  Sometimes drink 
driving was to do a ‘favour’ for a friend, “he can ask me cause he done it for me 
before.”  
Being the ‘hero’ sometimes also included payment from someone.  This was 
sometimes in the form of alcohol, “they say I give you a bottle you drive me in” 
(Woman, 26, P18), or for monetary gain as described below:    
I was having a couple of drinks.  One guy he was looking for a driver. I had 
some alcohol. I acted like the hero that night.  He told me to stay at my sister-
in-law’s place in town until the police had finished for the night then meet 
him in at the pub. We did....me, my brother and the other guy who asked me 
to drive were in the car.  He was looking for a driver. He said he’d give us 
$60.00 and drive his car. I don’t know what happened after that.  He spend 
the $60.00 on the pokies and we had no way getting back.  We thought we 
were using his car. I drove anyway. He said to me I should go the back street 
but I didn’t.  He said to me I should have listened when I got caught.  The 
police took his car key and he was angry ‘cause he didn’t get his car back 
straight away. (Woman, 26, P18) 
Although only mentioned by a small number of respondents, there were also 
instances where respondents who drink drove when they had alternatives did not 
necessarily feel they were being the ‘hero’.  For these, at the time of the offence, 
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when asked if they were okay to drive or another person offered to drive, the 
respondent refused.  For these respondents, this was not described as a planned 
behaviour, as outlined below: 
We had left a nightclub. My cousin said he would drive but I chose to. We 
went to the BP [gas/petrol station] on the highway. I saw the cops from 
there, and we drove off. The police pulled me over. When they got out of the 
car, I just put my foot down and drove off. I knew I was over [the legal 
alcohol limit].  I went home but then that’s when they got me. They took me 
to the watch house [police station] (Man, 34, P19). 
  I was driving from the service station back to the pub. I had the family in the 
car. Someone suggested they drive but I said “nah. I'm fine”. (Man, 42, P1) 
7.6.2 Obligations to kin  
The second sub-theme discerned in the accounts was where respondents 
described being pressured by members of their extended families to drive after 
drinking, as illustrated by the following excerpt: “both friends and family have put 
pressure on me to drive after we [have] been drinking.” (Female, 23, P29)  This 
subtheme has been labelled “obligations to kin”.  In this sub-theme, the underlying 
responsibility for transporting family members appeared to be difficult to avoid. 
Respondents felt that they were unable to refuse family members demands to drive 
and they described this as  the primary reason they drove after drinking: 
There is a lot of pressure. You can’t say no to family sometimes when people 
ask you to drive. (Man, 30, P15) 
My aunty told me to drive in to pick my uncle at the [licensed premises] you 
know. He didn’t have transport to get back out to the outstation. So my aunty 
told me [to drive] so I drink and drive in. So when I drive in I was half shot, I 
was drunk.... Then pick up my uncle and then went to [another licensed 
premises, name deleted] and buy some grog then straight back to bush, to 
outstation. We get pulled over at the outstation.... They [police] breath test 
me again and I was over the limit....To please them [family] you don’t want 
to say no. (Man, 33, P26)* 
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I was leaving the [licensed premises, name deleted]. I was drinking with 
family and I drove the car.  Some of my family asked me to. You can’t say no. 
(Man, 37, P25)  
Respondents who received this pressure, often described drinking alcohol 
with their families at a licensed venue prior to the commencement of the pressure 
they described, for example,  
“I was driving back from the pub to home.  It was me and my uncle. We got 
caught. The police pulled me over. They were doing random breath tests. Not 
sure of my BAC. I think it was pretty high. He [uncle] asked me to drive.” 
(Man, 33, P26)   
It appeared that demanding that the younger family member drive everyone 
home often afforded others the opportunity to continue drinking on that occasion.  
There were no descriptions of planning for one person to be the designated driver for 
an occasion.  Rather, arrangements for home travel appeared to be left until after 
everyone had already been drinking.    
In some situations, the offer to pay any potential penalties was used in 
conjunction with pressure from family members or peers as method to persuade 
people to drink drive, as one respondent reported: 
Sometimes when you’re all drinking they want you to drive.  Friends are the 
worst.  They push you to drink and to keep everyone happy you do. They say 
“if you get caught we’ll help you pay your fines.” But they don’t. (Male, 29, 
P6) 
Even after being convicted of drink driving, some respondents continued to 
receive pressure from family members trying to persuade them to drive whilst 
intoxicated.  One respondent recalled being asked to drive after he had been drinking 
on the evening of the day he had received a period of parole at sentencing from his 
most recent drink driving offence: 
“Only the day when I finished court [appearance], straight that night they 
ask me to drive. I said to them “no I’m not driving”. They ask me about four 
times I said ”no”. We were supposed.... we were over [at] relatives house 
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and supposed to come back home where we supposed to grab something.  I 
said “nah, I just finished my court”.  Oh they just said “come on there no 
cops.” I said “nah.” (Man, 28, P14)*  
While some respondents were able to refuse kin demands on some occasions, 
others gave descriptions of being afraid of refusing to transport family member home 
because of the possible consequences.  Exclusion from peer or family networks was 
a common occurrence for respondents who had refused family member demands.  
One respondent spoke about how she had been previously requested by her older 
sister to drink drive to purchase alcohol.  She refused to drive her sister, which 
resulted in, “she [sister] didn’t speak to me for weeks” (Woman, 26, P18)*.  
Emotional coercion by family members was also used to influence people to drink 
and drive, as the same respondent recalls: 
The car was at my place. She came up the morning ask “do me favour”.  [I 
said] “I don’t want to go in and get you some grog”.  She don’t like doing 
the same and getting booked [charged with drink driving]. It is fair and 
square. When it comes to my turn for me to ask she won’t do it. She be angry 
and grumpy.  If you don’t do it for them, they say they might hurt themselves, 
stress. Say they going to do something bad or be grumpy with me.  “You can 
do it for other people but you can’t do it for us and show your love.” 
(Woman, 26, P18)* 
The respondent indicated her older sister would be anxious or would threaten 
self-harm if her demands were not fulfilled.   Family pressure, driven by the need to 
purchase alcohol, was also expressed by another respondent who reported the 
frustration he felt because of the continual requests for him to transport family for 
the purchase of alcohol or cigarettes after everyone had been drinking:  
“Sometimes my family, they want grog and all that or cigarette. But I just 
walked away now to take my anger somewhere else down there [to the 
beach] you know, instead of standing there, I just going to hit them.” (Man, 
33, P26)* 
Although not necessarily a target of the pressure themselves, this demanding 
behaviour had been mentioned in interviews with eight other respondents (aged 
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between 23-48 years), who perceived ‘family pressure’ as one of the reasons for 
drink driving in their community and as something that needed to be overcome to 
address the behaviour.12  One respondent, who had been convicted of drink driving 
on several occasions, recalled being an observer to a number of situations where 
there was constant pressure to drink drive.  His perception was that family pressure 
to drink drive was having an impact at a community level.  He believed that having a 
license made people targets for such demands, and reported that people in the 
community went to great lengths, including not applying for drivers’ licenses, in 
order to avoid being pressured: 
I have seen other families fighting over drink driving. Some people are 
pressured to drive.  They say no. But that whole ‘family responsibilities’ 
[aspect] comes into it. You can’t say no.  They drive then they get caught. 
Some people are avoiding getting their licenses so they don’t get that family 
pressure. [if they don’t have a license] They won’t be asked to drive. (Man, 
42, P22) 
There was, however, an opposing view regarding the criteria for which 
people were most likely to be pressured to drink and drive.  Another respondent 
believed that people with a valid licence in the community targeted unlicensed 
friends and family to drive the vehicle home in order to avoid detection themselves, 
as reported below: 
I think people who are pressed into drink driving are… they usually the ones 
without a licence.  People who have a licence don’t want to lose it and use it 
against people who don’t have a licence.  (Male, 29, P2) 
7.7 Discussion  
The preliminary findings presented here suggest there is a complex interplay 
of social and cultural factors which influence the drink driving behaviour of 
Indigenous peoples in remote communities in Australia today.  
The findings indicate that there is a notion of reciprocity and family 
relationships of obligation, particularly for younger family members, associated with 
and important to, maintaining drink driving in remote Indigenous communities. The 
                                                             
12 The authors acknowledge that this account was not about the speaker’s own behaviour and so may not have aligned with 
what the driver in the situation may have thought. 
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unique cultural context; that is, the entrenchment of drink driving behaviour through 
a reciprocal values system is similar to kinship values assigned to other Indigenous 
road behaviours including unlicensed driving in Australia (Siegel, 2002) and drink 
driving in First Nation communities in Canada.  Parallels from this study can be 
drawn with Rothe (2005) who found Indigenous First Nation youth, who were 
unlicensed but not intoxicated, coerced to drive by their parents who were under the 
influence of alcohol, supporting the hypothesis that cultural contextual factors for 
Indigenous drink drivers differ from those for mainstream populations.  
Drink driving was associated with family or communal activities and 
socialising, with respondents describing situations where they were at licensed 
venues with family members or drinking with a group and driving to purchase more 
alcohol prior to being apprehended.  The kinship values that appeared in this 
research are not unique to drink driving or road behaviour generally, and similar 
values among Indigenous people have been highlighted as strongly linked with 
gambling (Breen, 2012), and substance use, including tobacco smoking (Johnston, 
Westphal, Earnshaw, & Thomas, 2012) and alcohol (Brady, 1993), in remote 
communities.  Alcohol use in Indigenous communities has previously been linked 
with kinship values in Brady’s (1993) work, where alcohol is described as aiding 
social cohesion and being used as a means to uphold the social obligations.  This 
then facilitates reciprocal exchange as an expression of affection and relatedness 
(Brady, 1993).  Similar practices are also reported among Maori in New 
Zealand/Aotearoa (Durie, 2001).  Whilst some observers deem the contemporary 
kinship values as distorted from traditional values (Pearson, 2009), these kinship 
values appear strongly grounded in the psyche of certain pockets of the community.  
Consequences for going against such values is evident in the descriptions of friction 
between family members, isolation or feelings of marginalisation in their 
communities reported by some of the drink drivers in this sample when they refuse 
to comply with older family member demands.   
From the evidence here, there appeared to be a culture of ‘bravado’ 
connected to drink driving in the accounts from people in this study, certainly among 
the younger cohort.  In this regard, these motivations are similar to those of drink 
drivers from the general population already described in the literature (Leung & 
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Starmer, 2005), where young people may use drink driving and alcohol as a means to 
convey an image they believe is desired by important reference groups.  However, 
young adults in remote communities are affected by a wider range of factors than 
their more urban counterparts.  It would be likely that many of the young 
respondents in this study have witnessed drink driving behaviour from an early age.  
Parents have been shown to play an important preventive role for substance use 
(Ryan, Jorm, & Lubman, 2010) and indications from the earlier theme suggest that 
these youth could have been exposed to situations whereby their parents or extended 
family are actively or passively requesting others to drive, thus nullifying this 
protective role.  Although these are early findings, these initial stories indicate that 
kinship values are possibly being transferred to the next generation.  They could be 
one of the initiators of the being the ‘hero’ mentality described here, underpinned by 
attitudes that taking turns to drink driving is an acceptable reciprocal action.  There 
were also other concerns that were evident in these drink driving narratives, 
including boredom, self-reported high consumption of alcohol, as well as other drug 
use and concerns of mental health issues reported by younger respondents.  Although 
these issues are outside the scope of this paper, they do appear to play a possible role 
in drink driving behaviour and require further attention in order to describe how 
these issues contribute towards Indigenous youth drink driving in the remote context 
in this study and more broadly in Indigenous youth road safety generally.  Existing 
literature already tells us Indigenous youth commence alcohol use at a younger age 
in comparison to their mainstream counterparts and most likely drink at levels 
deemed as ‘risky’ or ‘high risk’ (AIHW, 2004b).  Furthermore, they experience high 
rates of chronic ill health, mental illness, poor educational achievement, greater risk 
of unemployment, suicide and self-harm in the community (Department of 
Indigenous Affairs, 2010); and, are up to 24 times more likely than non-Indigenous 
youths to be detained in custody in some Australian states (Richards, 2011).  
7.7.1 Importance of the findings 
The preceding discussion emphasises that while drink driving may be a 
learned behaviour and have social and individual characteristics that are similar to 
those for other drink driving populations, the cultural reinforcers for Indigenous 
drivers may be different and unique to this population.  The pressure to drink drive in 
a culture which emphasises group identity and belonging; and, additionally where 
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alcohol is a shared commodity and consumption is communal in nature, requires a 
shift in focus to viewing the environment of drink driving among Indigenous peoples 
as a collective, as opposed to an individual phenomenon.  Whilst existing 
mainstream drink driving programs primarily focus on the individual (Larn & 
Dwyer, 1993; Mills et al., 2008), a worthwhile approach for a drink driving program 
targeting Indigenous populations may be to focus on the extended family and its role 
for the individual convicted of the offence.  A program with a family-centred 
component could attempt to explore the kinship value system and its effect on 
maintaining unhelpful behaviours.  Indeed, the importance placed on the wellbeing 
of family among Indigenous Australians (Penman, 2006) provides a valuable chance 
to engage all parties in prevention.  Program content could include methods to shift 
existing attitudes and instil skills to reduce potential high-risk drink driving 
situations and environments, and build on improving young adults’ coping 
mechanisms since alcohol misuse is consistently found to be a coping method used 
readily for stress management (Cheadle & Whitbeck, 2011).  Optimally, a program 
that has a holistic approach which is multidisciplinary and develops strategies that 
are easily adaptable is important to ensure they can be modified to meet the 
language, cultural and political needs of different communities.  They also need to 
build on local capacity and to be sustainable.  
Lastly, as alluded to in both subthemes, purchasing alcohol appeared to drive 
the need to drink and drive for respondents.  The findings presented under this 
theme, ‘Why drink drive?’ have not examined the effect of the alcohol restrictions.  
However, the challenges drinkers face in identifying legal transport to access alcohol 
are evident and the related pressure this places on them and their extended family to 
drink drive are evident. 
7.7.2 Limitations 
The findings of this study should be considered in light of the limitations.  
The study was based on self-reports from a small sample of Indigenous residents 
convicted of drink driving from two remote communities.  Studies incorporating in-
depth qualitative interviews of this kind usually employ small samples because the 
focus is to understand the rich detail of people’s experience rather than obtaining 
population estimates.  As such, these are preliminary results, and the ability to 
generalise to a larger population or other remote Indigenous communities may be 
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limited.  A wider variety of perspectives on drink driving motivations may have been 
given if a larger sample of drink drivers from a wider demographic background had 
been interviewed.  In particular, the current sample included only three women.  
Despite these limitations, the authors believe the results offer an important insight 
into this under-informed area of road safety, and are valuable for future design of 
interventions.  
Of the 29 interviews, only four interviews were audio-recorded.  Recording 
the interview content by hand may have impacted on the accuracy of the material 
transcribed.  However, it was the authors’ intention to ensure that collection of 
information, which might be quite sensitive, was carried out in an appropriate 
manner. As mentioned, Community spokespeople had advised this initial approach.  
It was not until the first author believed she had built sufficient trust with community 
members that some participants were asked if the conversations could be audio-
recorded.  
Respondents were reimbursed for participation in the study and whilst other 
research has found such monies are not an inducement to participate, it is possible 
that for some respondents of limited income this may have been a factor in their 
agreement to participate.  However, it is worth noting that some potential 
respondents (n=10) did decline to participate. 
Lastly, for a number of the respondents of one community, English was often 
a third or fourth language with respondents fluent in several dialectics of the local 
language.  If the interviews had been conducted in a local dialect, this may have 
produced more in-depth responses. Although respondents were asked if they would 
prefer to complete the interview in their local language with the assistance of an 
elder to translate, all respondents decided to complete the interview in English. 
7.8 Conclusion 
Existing literature in the road safety area has highlighted that the drink 
driving behaviour of Indigenous peoples in remote communities may be different 
from that of the general drink driver population in Australia (Office of Road Safety, 
2007). However, to date the contextual factors surrounding Indigenous drink driving 
is not well understood.  The current findings provide the beginnings of an 
explanation for the motives behind Indigenous drink driving behaviour in remote 
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Indigenous communities in Australia.  By better understanding these processes, we 
are better placed to start to design effective drink driving strategies for this 
population, an imperative to address the high rates of injury associated with this 
dangerous road behaviour (Edmonston et al., 2008).  The current research is an early 
step, and the researchers recognise that there is a need for the development of a 
multi-layered and multi-agency preventive and treatment measures in order to 
address injury issues in remote Indigenous communities. 
7.9 Chapter summary 
 Chapter Seven comprised the third paper in the thesis-by-publication and is 
the first paper in the qualitative exploration of the psycho-social, contextual and 
cultural factors related to drink driving behaviour.   The self-reported behaviour of 
Indigenous people convicted of drink driving was examined, and found the rationale 
for why Indigenous people decided to drive intoxicated. The findings directly inform 
the research, namely the development of the drink driving program, conducted in 
Stage Three (Paper Six).  The findings indicate drink driving appears to be an 
accepted practice in the study communities.  On this basis, treatment of the drink 
driver only may not be an effective delivery method.  The next chapter, Chapter 
Eight, extends the findings of the present paper by reporting on the attitudinal and 
contextual factors for drink driving in Indigenous regional and remote communities. 
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Chapter Eight: Role models, risk management and alcohol restrictions: 
Attitudinal and contextual factors contributing to drink driving in Indigenous 
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Fitts, MS., Palk, GR., Lennon, AJ., & Clough, AR.  Role models, risk management 
and alcohol restrictions: Attitudinal and contextual factors contributing to drink 
driving in Indigenous communities in Far North Queensland, Australia.  Accident 
Analysis and Prevention (Under review) 
 All authors meet the criteria for authorship and take responsibility for 
their part in the publication, with the candidate accepting overall responsibility as 
first author. In the case of this paper, the candidate was responsible for all aspects of 
preparing the manuscript including reviewing the literature, formulating the ideas 
and arguments(s), interpreting the research findings and their implications, and 
structuring, writing, and appropriately referencing the manuscript. In addition, the 
candidate conducted all the interviews that the findings reported in the paper are 
based on. The co-authors are members of the candidate’s supervisory team and, in 
addition to providing assistance with manuscript revisions; their contribution to the 
paper has been supervisory in nature.  The co-authors agree to the use of the paper in 
this dissertation and its publication on the Australasian Digital Thesis database 
consistent with any limitations set by publisher requirements.  
 Chapter Eight, reports on findings related to the contextual influences 
associated to drink driving and attitudes Indigenous people hold towards the 
behaviour.  This paper is based on the same cohort of  interviews from Chapter 7 
along with an additional 20 interviews conducted with community people from 
regionally-based communities who had been convicted of at least one drink driving 
offence.  The findings of the thematic content analysis further informed the 
development of the content and the delivery considerations of the drink driving 
program. 
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8.3 Abstract 
Drink driving is a major factor contributing to the burden of injury in 
Indigenous populations globally. In Australia’s regional and remote areas, 
Indigenous road users are more likely than non-indigenous to be killed or seriously 
injured, with alcohol a key factor.  Drink driving is a complex, multifaceted 
behaviour, and while some factors influencing this behaviour in Indigenous 
Australians are similar to those for the general population, it is unclear if attitudinal 
and contextual factors are the same for both.  This paper reports results from a sub-
study of a larger project to identify factors that maintain drink driving for Indigenous 
people in regional and remote Queensland, Australia. Semi-structured interviews 
were conducted with 49 drink drivers in two regional and two remote communities.  
Key themes were extracted using qualitative data analysis procedures.  Participant 
perceptions that drink drivers could minimise their crash risks or avoid police 
apprehension (’driver ability to manage or minimise risks’ theme). Interviewees also 
believed that where adolescents witnessed older family members drinking and 
driving, this normalised the behaviour, leading to imitation (‘role modelling’). 
Legislative prohibition of alcohol in remote communities appears to stimulate 
circumventing behaviours such as driving long distances to obtain alcohol legally, 
often consuming it while driving back to the restricted place. This increases the 
potential for road related injuries and fatalities.  Strategies should aim to address the 
perception that drink driving is a normal part of the life in regional/remote 
communities and raise awareness of drink driving as unsafe and dangerous.  
Preventive measures must include both media campaigns and education as well as 
treatment options for drink drivers with more serious alcohol concerns. Research to 
investigate the impact of alcohol restrictions and drink driving is also warranted. 
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8.4 Introduction 
8.4.1 Background  
The global impact of injury and fatalities in road crashes is very serious.  
Approximately 1.24 million people die each year on the world’s roads, and between 
20 and 50 million sustain nonfatal injuries (WHO, 2013).  The United Nation’s 
decade on road action (2011-2020) undoubtedly has lifted the global profile of road 
trauma (WHO, 2013), and placed the policy attention on at-risk road users.  The 
original inhabitants of developed countries, Australia, New Zealand/Aotearoa, 
United States and Canada are arguably among the most affected by road injuries 
within their national populations (Pollack et al., 2012; Sargent et al., 2004; Vos et 
al., 2007).  In Australia, Aboriginal and Torres Strait Islander peoples, herein 
referred to as Indigenous Australians, die from injury at almost three times the rate 
of other Australians, (Henley & Harrison, 2013) with transport injuries the second 
leading cause for Indigenous people, behind suicide.  Moreover, among Indigenous 
Australian road users, those in non-urban areas experience a greater injury burden 
than their urban counterparts (Henley & Harrison, 2013).   
 
Queensland is the most decentralised mainland state in Australia (ABS, 2006b), with 
almost 40% of the state’s population residing outside major population areas (ABS, 
2011).  This is more pronounced for Indigenous populations, 70% of whom live in 
regional and remote Queensland (ABS, 2011).  The Queensland Indigenous 
population (155,825) is the second largest in Australia, comprising 28% of the total 
Indigenous Australian population (ABS, 2011).  For regional and remote 
communities in Queensland, alcohol plays a leading role in the road-injury rates 
(Edmonston et al., 2008; Siskind et al., 2011).  Although vehicular and 
environmental conditions are considered to play an important role in the frequency 
of non-urban road crashes, a review of Queensland transport and police records 
found alcohol was a key factor in more serious and fatal road crashes in non-urban 
areas (Siskind et al., 2011).  Reducing drink driving among Indigenous Australians 
living in regional and remote areas is, therefore, a key priority in Australian road 
safety. 
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8.4.2 Risk factors for drink driving in the general population 
Identifying risk factors is important because of the major role they play in the 
development and maintenance of drink driving.  In the general population binge 
drinking, aggression and  delinquency (Bingham et al., 2007), impulsivity (Curran et 
al., 2010), sensation seeking (Evans-Whipp et al., 2013) and perceived susceptibility 
to adverse outcomes as a result of drink driving (Greening & Soppelbein, 2000) have 
been associated with drink driving.  In combination, these factors and the attitudes 
people hold are particularly important in the decisions they make about engaging in 
drink driving.   
Attitudes and motivations regarding road use are apparent long before 
obtaining a driver’s licence (Boyes & Litke, 2002).  Attitudes towards drink driving 
appear to be formed during adolescence through observational learning from parental 
behaviour as parents serve as role models (Evans-Whipp et al., 2013; Leadbeater et 
al., 2008; Lahatte & Le Pape, 2008; Miller & Taubman-Ben-Ari, 2010).  Attitudes in 
relation to alcohol and driving are further influenced by perceptions of the social 
norms  of important groups such as peers (Armitage, Norman, & Conner, 2002; 
Fernandes et al., 2010; Gulliver & Begg, 2004), schoolmates and workmates.   
The characteristics of the places where individuals live also play a role in 
attitudes towards risky driving behaviour. For the general driving population, rurality 
and increased exposure to risk generally in non-urban environments is considered to 
decrease individual efforts to remove the risk from behaviour when travelling 
(Rakauskas, Ward, & Gerberich, 2009).  Furthermore, road rules tend to be enforced 
less intensively in remote areas due to resource implications, and in these localities 
there may be an erroneous perception that external environmental factors are a larger 
risk to road crash involvement than individual voluntary behaviours, or even that 
road crashes happen only to visitors, not local residents (Sticher, 2005).   
Such findings for the general population suggest that risk factors for drink 
driving are complex and multifactorial, and support a holistic approach and 
understanding of person, family and community in order to develop relevant and 
effective drink driving initiatives and programs.  
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8.4.3 Importance of understanding Indigenous rural and remote drink driving 
risk factors  
In Queensland (Australia) and in Alberta (Canada) a number of risk factors 
associated with drink driving in the Indigenous drink driver population are similar to 
those found among non-indigenous drivers including a ‘bravado’ attitude (Fitts et al, 
2013a), peer-pressure and social norms (Rothe et al., 2005).  However, a major 
motivational difference is the importance of cultural obligations in Indigenous drink 
drivers.  In remote Australia, Indigenous people who drink in groups and then drive 
under the influence of alcohol were found to be following cultural ‘lore’ and requests 
from more senior community people to drive (Fitts et al., 2013a).  These cultural 
differences can influence the efficacy of general road safety initiatives when catering 
for an Indigenous audience.  Reviews of mainstream public health initiative reviews 
into tobacco use (Gould, McEwen, Watters, Clough, & van der Zwan, 2013) and 
water safety (Giles, Castleden, & Baker, 2010), for example, suggest that the 
application of generic measures in Indigenous populations can have a mixed success 
and limited applicability to lived experience in these groups.   
As the evidence from studies on non-Indigenous drink drivers demonstrates, 
factors related to drink driving, particularly attitudes, are multifaceted.  Indigenous 
drink driving research is in its infancy and consequently greater understanding of 
other attitudinal factors to inform the content and delivery of drink driving initiatives 
for an Indigenous drink driver audience is needed.  
In an attempt to address high rates of alcohol-related violence and injuries, 
alcohol restrictions have been imposed in many small and discrete Indigenous 
communities across Australia, as they have in other countries with a similar colonial 
history (Martin & Brady, 2004; QLD Government, 2005).  In such situations in 
Australia, US and Canada, more stringent alcohol restrictions have been associated 
with a significant reduction in the number of serious injuries and motor vehicle 
crashes in communities (Wood & Gruenewald, 2006; Margolis et al., 2011).  These 
studies do not include information about changes in individual behaviour to 
corroborate the statistical data.  Rather, there is a growing body of qualitative 
literature supporting the notion such alcohol restrictions in discrete rural and remote 
Indigenous communities in Australia are an additional and unintentional contextual 
cause for drink driving because some community members flout the restrictions 
(FaHCSIA, 2011).  Community members travel long distances on unsealed roads to 
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access alcohol from towns where there are legal liquor outlets, increasing exposure 
to crash risk.  To avoid apprehension and confiscation of alcohol purchased, 
researchers have noted other risky behaviours including binge drinking (Beauvais, 
1998; May & Smith, 1998) and the displacement of drinking to less safe locations.   
8.4.4 Summary and Study Aim  
Although initial research findings have revealed some of the motivational and 
social aspects of Indigenous drink driving, it is unclear what attitudes and contextual 
factors are critically linked to drink driving behaviour in these populations.  This 
limited understanding challenges the development of targeted public health strategies 
and appropriate treatment options for Indigenous drivers.  Taking a qualitative 
approach, this paper therefore focuses specifically on exploring the attitudes of 
Indigenous drink drivers and the contextual factors that may contribute to drink 
driving behaviour in regional and remote communities of Far North Queensland.   
 
8.5 Methods 
8.5.1 Setting – Far North Queensland  
Participants were recruited from two regional and two remote communities in 
Far North Queensland (Figure 8.1.).  Far North Queensland has an estimated 
Indigenous population of 23,121 people, comprising approximately 10% of the 
region’s population.  This proportion is higher, at approximately 50%, in Cape York 
Peninsula in the northernmost part of Far North Queensland.  In comparison, the 
Indigenous component of the Australian population is 2.5% (ABS, 2006c).  Several 
contextual factors are important to understanding these settings.  Firstly, the large 
distances between population centres mean that the primary transport option between 
Indigenous rural and remote communities is private vehicle.  In addition, local 
languages and dialects in these regions vary, with the two communities in the study 
each having a mixture of different Indigenous clans and language groups. In one 
community, English is often not the first language spoken at home.  Finally, the 
study communities are categorised as ‘very remote’, having limited access to 
services and goods (AIHW, 2004a).  Both have had alcohol supply-reduction 
strategies in place since 2002-2003, consisting of variety of alcohol sale and carriage 
restrictions (QLD Government, 2005) and total alcohol prohibition from the end of 
2008 (Clough & Bird, 2015).   
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 Figure 8.1.  Map of Australia showing the Far North Queensland region 
 
Court data obtained from the Queensland Department of Justice and Attorney 
General indicated that, for these two communities, rates of drink driving convictions 
between 2006 and 2010 were high generally, and were also amongst the highest 
compared to other remote Queensland Indigenous communities.  They were 
therefore regarded as likely to yield important qualitative information in relation to 
the psycho-social, cultural and contextual factors that contribute to drink driving for 
Indigenous people in rural and remote locations.   It was anticipated that the findings 
from the study would be used to inform the design of an effective drink driving 
education program that would take into account the cultural context of remote 
Indigenous drivers.   
8.5.2 Community consultation and participant recruitment 
Consultation by the Principal Researcher (MF) with key groups and 
individuals commenced in 2011 in order to establish contact and relationships as 
well as to gain permission for the study from elected community Councils and 
‘Justice Groups’, mandated as a key consultative group for local alcohol issues.  
Permission was granted in all four study communities at the end of 2011.   
The authors were advised not to use audio recording in interviews, reflecting 
the concern that information from the recordings could potentially be requested for 
future court cases. Accordingly, detailed notes were taken by the first author (MF) 
during the interviews. This method has been used in previous published research on 
prohibited behaviour in similar communities (Breen, 2012).  Due to the nature of the 
information sought, it is possible for participants to refer to things that may be 
incriminating. Accordingly, and to minimise any potential discomfort, anonymity 
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and confidentiality were assured and details linking participant responses to any 
individual’s identity were destroyed as soon as de-identified transcripts were 
prepared.   
A snowball sampling approach was used in the first instance. Snowball 
sampling can potentially result in a limited range of participants, so for this study, a 
number of different sources were used for initial contact with potential participants.  
Participants recruited were those referred by the community justice group, by 
criminal justice and health services, and by key individuals in community groups 
(for example, the men’s and women’s groups).   
Participants included those with any history of drink driving convictions.  
Inclusion of drivers with recent convictions as well as those with older convictions 
helped to ensure a sample with a range of contextual factors contributing to their 
offending. Participants identified as Indigenous (Aboriginal and/or Torres Strait 
Islander), were 18 years of age or older, resident in one of the study communities, 
and had been convicted of at least one drink driving offence in their lifetime.   It was 
important to include those who had already had time to gain insight into their 
behaviour and/or seek treatment so that protective factors for avoiding drink driving 
since their last offence could be explored.   
Data was collected during regular visits made to each community during June 
and December of 2012.  Sampling continued until thematic saturation was reached, 
resulting in a total of 49 Indigenous Australian drivers being interviewed.   Table 8.1 
summarises demographic details of participants.  
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Table 8.1. Demographics of participants 
 
Ethics approval for the study was provided by the Human Research Ethics 
Committee of Queensland University of Technology (approval no. 1100000636).  
Australia’s National Health and Medical Research Council protocols for research 
with Indigenous Australians were followed (NHMRC, 2010).  Participants received 
a $15.00 local supermarket voucher in recognition of their participation time. 
8.5.3 Materials and Procedure  
Semi-structured interviewing was used with interview questions informed by 
the existing literature regarding Indigenous road safety behaviour.  All interviews 
were conducted by the first author who explained the purpose of the research, 
provided participants with an information sheet that outlined the research aims, what 
participation involved and their rights as a respondent.  All participants also gave 
written consent to verbatim notes being taken during the interview.  
Participants were asked about the last time they were caught drink driving 
and about all previous drink driving offences. To map risk factors, participants were 
asked about the drinking patterns of their peers and family as well as their own 
alcohol use.  For those participants who reported no recent offence, their perceptions 
 Cape York 
Peninsula 
Far North 
Queensland 
Gender   
Male 26 (90%) 17 (85%) 
Female 3 (10%) 3 (15%) 
Age groups   
>25 6 (21%) 4 (20%) 
26-39 14 (48%) 9 (45%) 
40+ 9 (31%) 7 (35%) 
Highest level of education   
Year 7 0 (0%) 1 (5%) 
Year 8 2 (7%) 1 (5%) 
Year 9 18 (62%) 14 (70%) 
Junior high school (year 10) 7 (24%) 1(5%) 
Senior high school (year 12) 2 (7%) 1(5%) 
Self-reported number of drink driving 
offences 
  
1 conviction 16(55%) 1 (5%) 
More than 1 conviction 13 (45%) 19 (95%) 
Other driving offences   
Unlicensed driving 11 (38%) 6 (30%) 
Theft of a vehicle 6 (21%) 4 (20%) 
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of what had enabled them to avoid further offending were explored.  Issues related to 
alcohol restrictions in the community were discussed if a participant spontaneously 
raised these issues during an interview in order to identify what effect alcohol 
management has had on drink driving. 
In order to try to capture some of the expressions and idiom used in the 
interviews more accurately, as well as to explore some of the key themes in more 
detail, a small number of participants were asked for follow-up interviews, but this 
time with audio-recording.  The researchers believed that a sufficiently good level of 
rapport had already been established with participants as a result of the protracted 
period of negotiations for entering the community and previous visits, and that 
acceptability of recordings among them was high.  Four previously-interviewed 
participants agreed to this, and follow-up interviews were then conducted by the first 
author.  Recordings were later transcribed by the first author for analysis.  To address 
the issue of material in the interviews being incriminating in any way, identifying 
details were removed from the interviews and upon completion of transcription, all 
audio-recordings were deleted.   Interview duration was between 15-70 minutes. 
8.5.4 Analysis  
Thematic analysis of the interview transcripts was conducted by the first 
author (MF) using an interpretive framework.  This began by a process of reading 
through all transcripts and identifying broad patterns of experience that appeared 
across the interviews both in relation to the specific research interests as well as 
other, unanticipated or emergent issues.  These were labelled as the themes.  
Material, in the form of sentences and/or paragraphs, was then coded manually into 
the themes, with multiple codes being used if the text aligned with more than one 
theme.  This was in order to ensure that data and meaning were not lost.  Thematic 
analysis was then used to break down, examine and compare material within the 
themes (Braun & Clarke, 2006).  To ensure validity, the independent analysis of the 
material was carried out by co-authors (GP and AL) experienced in qualitative 
analysis, and the content of the themes verified.  Subsequent discussion amongst the 
authors clarified minor points and allowed for agreement on the labelling of the 
themes.  In addition, the first author (MF) sought input on the identification and 
interpretation of themes from other sources including an Indigenous academic with 
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knowledge of the issues relevant to Indigenous drink driving in regional and remote 
communities. 
8.6 Findings 
Key themes reflecting factors underlying drink driving were extracted from 
the transcripts and are illustrated in the following summary of findings through 
quoting participants’ own words.  Gender and age of the respondent are given at the 
end of each quote, so that the reader can glean their own sense of the participant’s 
‘voice’.  An asterisk (*) signifies where the quotes are verbatim from the audio-
recorded transcripts rather than from notes.  
8.6.1 We can do it – management of the risks 
Generally drink driving was considered by participants to be a ‘dangerous’ 
road practice contributing to ‘accidents’.  However, most participants expressed the 
view that driving whilst intoxicated was their only option to reach the intended 
location at the time of their  offence, a constraint on their options imposed by living 
in remote, isolated areas, “There isn’t another way to get home” (Man, 29) and 
“There is no other way to get home from [regional town], taxi is too expensive” 
(Man, 22).    
 
Participants talked about how they attempted to manage the risks they 
perceived as directly related to drink driving.  For instance, judgements seemingly 
based on physical appearance and comportment alone were used to nominate the 
‘safest’ person in the group to drive, clearly a relative rather than an absolute 
measure of sobriety.  Such decisions appear to be based on beliefs that there are 
degrees of drunkenness corresponding to one’s physical appearance and ability to 
drive a vehicle.  Group members may also self-identify as feeling the most sober to 
drive:  
 
Well whoever’s going to be pretty much sober, like say three of them, two of 
them are rotten drunk. The other fella is drunk but not really, really drunk. 
He’ll end up saying, “I’m more straighter than you two, I think it’s best if I 
drive”. But they’re still in the risk anyway ‘cause they’re over the [legal] 
limit. But there is no rule like that. But that is what the thinking is like, from a 
sense of safety, but it doesn’t matter because they over the limit. That’s what 
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happens [though], whoever is pretty much sober or hasn’t had much to drink 
usually drives. (Man, 28)*  
I made a choice because I was a bit sober than everyone else. I knew it was a 
risk driving but I had to take it ‘cause didn’t want anyone else getting hurt 
beside myself, because I was standing straighter than everyone self. (Man, 
30)  
Physical appearance was sometimes measured by one’s vision impairment 
and ability to walk.  A person’s ability to walk after drinking appeared to be equated 
with the person having the capability to operate the vehicle.  As the respondent 
above acknowledged, it doesn’t matter who from the group drives, as it is likely that 
all group members would be over the legal blood alcohol limit.  However, as this 
quote illustrates, the group were still interested in travelling safely.    
 
Another apparent strategy to reduce risk was cautious driving to compensate for 
being intoxicated, such as travelling at a reduced speed: 
 
When I was driving back from [community name] was when I got caught.  I was 
driving below 80km/h when I was intoxicated but I was driving safely [sic]. 
(Man, 30) 
 
This perception that lowering one’s speed is driving safely and makes up for 
being intoxicated was expressed by other participants who recalled situations in 
which they talked with other community members whom they believed had been 
driving while intoxicated. The belief that an intoxicated driver would be able to self-
assess his or her own capacity to drive responsibly was evident in the following 
narrative, which also suggests that successfully reaching the destination without a 
crash or being caught reinforces the belief that the strategy is effective:  
 
I won’t say he was an idiot. He trust himself, he knew he had family on 
board. He was capable of operating the car. He must have been over one 
hundred [0.1g/100ml BAC]…. He reckon he was driving slowly. Everyone 
was merry and happy and made it to [community name]. (Man, 51)* 
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The perception that reducing speed also removes or reduces the likelihood of 
a car crash was common among participants interviewed.  Furthermore, it appeared 
participants believed that a higher BAC than the legislated level may still be ‘safe’ 
for driving, provided these other precautions were also taken (reducing speed, being 
‘careful’).    
 
In addition to managing the risk of crashing, participants also reported 
attempting to manage the risk of apprehension through various strategies including 
waiting for police to finish patrolling or waiting to hear that police resources were 
being fully utilised in another part of town: 
 
 Like people here wait to be sneaky. They wait for the police to finish [for the 
night] and [then they] drink drive. Or they wait until they [police] are busy 
with something else in the town, on the other side of town, and then [they] 
drive in.  (Woman, 27) 
 
Sometimes when I see people drink driving they go to the police station to 
see how many cops there [police vehicles]....like if there’s all of the cops 
there and then they [know they can] just make it down. (Woman, 26)* 
Participants reported using mobile phones and social media to find out if the 
police were busy.  Alternatively they would ask other community members who had 
been successful in avoiding apprehension about which access road they had used, 
and whether police were patrolling. 
When drinking in the car and driving longer distances, some participants 
described swapping the driving task with a sober passenger prior to entering 
townships to avoid apprehension, reasoning that the police would most likely only 
patrol roads close to the town centre and thus they would be less likely to be caught 
on the roads outside the town: 
 
I drive on the dirt roads from here to [town] with my sister.  We swap 
[driving] before the town and she will drive through [town] and for a bit 
after [on the other side of town] so I don’t get caught [drink driving] (Man, 
37) 
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8.6.2 Role Modelling  
Participants reported observing older family members’ drink driving practices 
during their adolescence.  Some said they intervened in this behaviour at times in the 
name of safety of others.  For instance, the following respondent recalled an 
occasion where he was in a motor vehicle with other children and his uncle, who had 
been drinking, and took over the responsibility of driving for his uncle:  
I was 13 when I learn to drive…He was drunk. That’s the first time I started 
driving. He was going off the road. I told him [uncle] “you pull over, we got kids 
on board”…He was drunk coming from [community name] to here. I told him 
“Look, can I drive?”… I put my hand, and turned the ignition off and took the 
key.  I told him “you better get at the back there or in the passenger seat and I’ll 
drive.  (Man, 38) 
It is interesting in this account that the participant, although only a young 
teenager (13 years of age) at the time, did not class himself amongst the ‘kids’, but as 
an adult.  The early exposure to drink driving combined with starting the learning 
process to drive from a pre-learner age appeared to give the participant the 
perception and confidence that he had the ability to drive at a safer level than his 
intoxicated family member.    
It appeared such drink driving attitudes could also be held by older community 
members because of the limited enforcement and understanding of standard drinks 
during their formative years as the following quote indicates:   
Since that alcohol been introduced, there isn’t any standard drinking at the 
time. Everyone got into the big mob drinking….At that time that the 0.05 had 
not enforced or heard in our community.  I remember we got pulled over 
twice, I remember my dad got pulled over by the police. “Where you 
heading?” “ Home”.  You better go home and not drive that car again”.  
That was the only level we had at the time. (Man, 51) 
Whilst not directly commenting on their own behaviour, other participants 
were of the opinion that in the contemporary context, children were witness to their 
parents’ drink driving and heavy alcohol use on a regular basis.  The participants 
believed that children during formative years were internalising such behaviour as 
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acceptable or ‘normal’, thus perpetuating these problematic behaviours into 
subsequent generations:   
…it come[s] down to role models too. The parents drink and drive and the 
young ones see that…It normalises drink driving (Man, 42) 
….children witness their parents being alcoholics all their life, so they grow 
up the same way. They witness their parents drink driving, they do the same 
thing. (Man, 35)* 
8.6.3 Circumventing the alcohol restrictions  
Although specific questions about local alcohol restrictions were not asked in 
the interviews, it was evident in the narratives that participants in remote 
communities were very angry about the influence the alcohol management plans had 
on their driving behaviour.  Some participants alleged their drink driving behaviour 
only commenced when alcohol managements plans were implemented, with 
particular reference to the end of 2008.  This corresponds when the taverns closed in 
communities and a zero carriage limited was already in effect (Clough & Bird, 
2015).  One participant was of the opinion that people who previously used to walk 
to the tavern to drink and were therefore not engaging in drink driving were now 
driving to obtain alcohol and thus being apprehended for drink driving, as illustrated 
by the following quotes: 
I didn’t start getting caught for drink driving until 2008 when this 
community become dry [alcohol free]. (Man, 29)    
That is when the stupid alcohol management plan is here. I reckon if they 
take it away, burn it, you never see drink driving then….’Cause everybody 
been losing their licence because this alcohol management plan [is] here. 
(Man, 51)*   
People who used to walk down the tavern, never get caught for DD [drink 
driving] because they walking down to the tavern….Them people used to 
walk to the tavern and sit at the beach. They can’t get drink driving offences 
from walking around… Since this management plan, the cycle [is] now, look 
at that group in this car, no sober driver, no licenced driver, we just risk it.  
(Man, 28)* 
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There have been a few people hit with drink driving charges because [the] 
quantity, you can buy is not enough [zero alcohol carriage limit]. (Man, 51)  
It appeared that some participants may not consider the alcohol management 
plans as a legitimate form of governance.  Some participants considered the policy to 
be discriminatory, only being implemented in Indigenous communities, when there 
are alcohol-related concerns in wider society.  As way of managing the alcohol 
restrictions with alcohol sales, takeaway liquor stores in regional centres asked for 
identification to check the address.  One participant described this process where 
people of Indigenous background were asked to provide identification to verify their 
address.  Members of the general populations were not asked to provide this same 
identification.  As outlined below, the participant was denied the opportunity to 
purchase alcohol based on her address.   
These restrictions though, they are bringing us back to the past.  They just 
take your rights. (Man, 30) 
But look at the big picture, the big cities, there is murder, unsolved mystery 
of murder, unsolved mystery of rape. Compare that on a scale on the 
community life. (Man, 51) 
They won’t let blacks take grog if they have a [community] address. You 
have to find someone with a [regional town] address.  Cause I went in there 
once….asked him [service attendant] first “can I get two bottles of rum 
please”. [He said] “Can I see your licence?”. So I showed him my licence. 
“You’re got [a] [community] address so I won’t serve you.” I was shocked. 
(Woman, 26) 
Although participants appeared to appreciate the underlying intentions of the 
alcohol management plans to reduce alcohol misuse and improve the community, 
they also thought prohibition was unlikely to be an effective measure in addressing 
problematic drinking habits, particularly for long-term drinkers, as stated below: 
Participant: In a way, it is good, but.   
Interviewer: Why do you think that? 
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Participant: They don’t want people drinking. They want this place to be nice 
and quiet and civilised…But you can’t change someone who’s been drinking 
for 30 years. It won’t happen overnight. That person will die with not enough 
alcohol. That’s what’s happened here, with drink driving and walking back 
long ways.  (Man, 28)* 
As the quote indicates community members were reportedly taking other 
risks to access alcohol unrelated to drink driving including walking on the side of the 
road.  This was not an isolated view, with several general community members 
during data collection stating that drinkers had fallen asleep on the road, intoxicated, 
from walking home from a regional centre.  Such behaviours had led to drinkers 
sustaining injuries as a result of being hit by passing vehicles. 
For some participants the alcohol restrictions had led to a change in the 
location where they consumed alcohol.  For example, one participant described 
drinking takeaway alcohol in the vehicle while driving to return to the community: “I 
was driving back in here. We were drinking in the car on the way back.” (Man, 24)* 
.  Some participants reported drinking on the outskirts of town.  This was to avoid 
being apprehended by police and having their alcohol confiscated.   
Some participants described occasions where they would wait outside the 
community boundary after a drinking session.  These participants and their peers 
would wait on the side of the road in the belief that waiting to drive back into the 
community would provide time for the driver to ‘sober up’.  While it could be 
considered that this was to ensure that the driver would not be apprehended for drink 
driving, participants stated that it was primarily for safety reasons.  Some 
participants had previously been involved in road crashes after the driver was 
operating the vehicle during or immediately after consuming alcohol that had been 
purchased at a regional centre.  It was their belief that providing time would ensure 
the driver had greater capacity to drive home safely after drinking as outlined in the 
quote below:  
No good when everyone drunk and they “Yeah, yeah, yeah, come on lets go 
drive” you know.  That’s what I hear every time. Sometimes I just tell them 
“We wait here”.  Sometimes the police, they can find us up there [road 
outside the community and alcohol restriction area]. They tell us “what you 
 The development of the ‘Hero to Healing’ program     218 
 
 
 
fellas doing here?” [I say] “We just waiting on the driver to get sober up.” 
Every time for me, from now, ever since I got in that accident.  (Man, 42)   
Stopping on the side of the road appeared to be a regular part of the process 
in accessing alcohol for some participants when the community was a long distance 
from the regional centre with licensed outlets.  However, there did not seem to be 
any attempts to calculate how much alcohol the driver had consumed and there were 
no specific time periods specified for the sobering up process.   
In other accounts, passengers sometimes encouraged the driver to consume 
alcohol with them outside the community whilst driving long distances on the 
unsealed road, as illustrated by the following quote: 
“Took up my cousin-brother up to [remote township]… [He said] “I want 
you to drink with me on the road, on the way back”. I told him” just get me 
bottle of drink, soft drink or water… I don’t drink, I don’t booze”. [But] I end 
up having couple [alcoholic drinks] on the road.  One part I [was] losing 
it…end up looking back on the road when I was under influence [I was 
doing] 140ks an hour I think.” (Man, 29)*  
It was on the Friday, I went up to [town] with my step-brother to get alcohol.  
And on the way back I was driving and then my step-brother offered me a 
beer, a can of beer, while I was driving and I said to him “I’ll have one”.  So 
I had one, then afterwards I finished the first can, I decided to have another 
one.  And that sort of made me go over the limit, made me drink more than 
four cans so when we got into town [community], driving into town, coppers 
pulled us up. (Man, 32) 
As the above quotes illustrate, participants found it hard to resist social 
pressure to drink with others whilst driving.  In the first quote above, the participant 
then took other risks by driving very dangerously on the unsealed roads between 
remote communities in the region.  One similarity across all the narratives is that 
accessing alcohol and consuming alcohol was conducted within a group. 
For the community closest to the regional centre, smuggling alcohol into the 
community appeared to be a regular behaviour.  One participant went into detail 
about the ways to smuggle alcohol into the community:   
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There’s a lot of ways to get grog in, like boat. A lot of people like to get 
dropped off at the stoney wall and walk around.  They can just take some 
back tracks, like from over here [points to bushland], they got alot of ways of 
hiding it.  The trophies there, the grog. They love it so much. No matter about 
the sign up there about grog [alcohol management sign], it won’t work. See 
how it keeps coming in.  (Woman, 26)* 
When community members were able to smuggle alcohol in, they received 
praise from family and peers who were drinkers.  This was also described as an 
enticement by another participant, who would drink and drive in order to purchase 
alcohol for family members:  
Sometimes family tell, you know when you got big party going on and that. 
We have to drive in to get the grog and all that and straight back. That’s 
temptation you know[….] To please them you don’t want to say no. That’s 
why it’s temptation you know, grab the key, it’s alright. Jump in, seatbelt on, 
flying back in. Go back, drop all the grog off.  Then that afternoon, you want 
to get more grog. [You] Jumping back in the car, starting the car again. 
You’ll be real drunk now.  (Man, 33)* 
When alcohol was consumed in the community, it was reported by 
participants as being consumed quickly as this would reduce the number of family 
members and peers the alcohol would have to be shared with.  If participants were 
not compliant with the family’s demands and unwilling to be drivers to smuggle 
alcohol into the community, it appeared they would receive pressure from other 
family members:  
If you don’t do it for them, they might hurt themselves, stress. Say they going 
to do something bad or be grumpy with me. “You can do it for other people 
but you can’t do it for us and show your love”.  Or they won’t talk to me for 
weeks. She [sister] didn’t speak to me for weeks.  A lot of ways. They get you, 
getting you going, just to get a grog and back.  Make you feel guilty, “they 
say I give you a bottle you drive me in, I’ll pay you money, I give you this, I’ll 
you fuel price and give you money.” So yeah, it happens sometimes, lots of 
time, but if there’s not enough for the grog….Next minute you know, [they 
ask] “is it okay to go in and get me another box?[carton of beer]”. They 
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don’t think about the safety, like my safety and thinking about the cops. 
(Woman, 26)* 
 
As noted by the participant, threats of self-harm and emotional blackmail as 
well payment were used to entice people to drink drive to purchase alcohol.   It 
appeared participants felt isolated by this type of behaviour because they perceived 
that their family member had little concern for their welfare in the event they were 
involved in a road crash or apprehended. 
Participants reported if they did not the means to drive to purchase alcohol 
they would pay dealers in the community.  According to accounts participants were 
spending large amounts of money on alcohol, with prices as high as $20 for a single 
pre-mixed can,  $100 for a 4 litre cask of wine and between $250-400 for a bottle of 
rum.  Overall, two-thirds (68%) of participants reported home as the location they 
chose to regularly (at least weekly) consume alcohol.    
8.7 Discussion  
This paper’s findings enhance our understanding of the influences on drink 
driving in the Indigenous Australian context.  Historically, attempts to reduce drink 
driving among Indigenous drivers have primarily involved legal sanctions.  Some 
authors have expressed the view that, with one in every five Indigenous Australians 
having at some stage lost a parent to prison (Quilty, 2005), contact with the criminal 
justice system has probably lost much of its deterrent effect for Indigenous people 
(Weatherburn, 2014).  Indigenous drink driving offences remain six times higher 
than the overall rate for general drivers in Queensland (Fitts et al., 2013b).  
Therefore, exploration of factors maintaining Indigenous drink driving is clearly 
important in order to develop alternative preventive and treatment-based approaches 
beyond the existing, and arguably ineffective, use of legal sanctions alone.  One 
attitudinal and two contextual factors were identified as important to indigenous 
drink driving in the current study: management of the risks of drink driving through 
maladaptive responses, exposure to drink driving during adolescence and community 
level alcohol prohibition. 
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8.7.1 Interpretation of the factors 
Indigenous drink drivers in the study appeared to be aware of the safety and 
legal risks of drink driving.  However, drink driving behaviour appeared to be 
maintained by a combination of passengers’ social acceptance of travelling with an 
intoxicated driver and erroneous perceptions held by drink drivers that they could 
manage risks associated with drink driving.  ‘Management’ included driving ‘safely’ 
by nominating the person perceived as least intoxicated as the driver and speed 
management.   Management of the risks is not a unique phenomenon to Indigenous 
Australians.  Qualitative research with drivers in the general population who engage 
in illegal driving practices (drink driving and speeding) has found that similar forms 
of management are used to justify behaviour or deny the risks (Brown & Cotton, 
2003; Kellard & Fishman, 2013).   Although speculative, these perceptions could be 
causative in the sense that they may encourage further drink driving practice because 
they minimise or eliminate the perception of the associated risks.  
In this study, one important factor that appears to be supporting the uptake of drink 
driving engagement is parental role models. This is consistent with longitudinal 
research that identified exposure to drink driving during adolescence as a risk factor 
for later drink driving in young adults, even when taking into account other 
confounding variables (Evans-Whipp et al., 2013; Gulliver & Begg, 2004).  For 
young people in regional and remote communities, the learning-to- drive process 
commences at around 10 years of age (Knight et al., 2012), and is likely to be 
learned from family, with  limited opportunity for contact with other sources of 
influence on the development of driving habits and beliefs, (e.g., professional driving 
instructors/educators) because of cost and isolation.  More specifically for 
Indigenous people, the number of current Indigenous drivers’ licenced is generally 
low (RTA, 2008, NSW Audit Office, 2014) and is likely to support the acceptance of 
young people pre-licence age driving.  Unlicensed drivers generally are reported to 
engage less in behaviours such as speeding, but more in higher risk driving 
behaviours including drink driving (ATSB, 2000).  Furthermore, people who live in 
rural and remote environments tend take greater road transport risks, unrelated to 
ethnicity (Edmonston, Sheehan, & Siskind, 2009), and are more accepting of road-
related risks because of the higher-risk environments they experience generally 
(Rakauskas et al., 2009).  Other health and wellbeing factors may also be influential. 
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The participants in this study live in localities that have a history of high rates of 
alcohol-related assaults, family violence and suicide (Vos et al., 2007).  Community 
leaders recognise that basic needs of community members, such as access to housing 
and education are critical, and so drink driving and road safety in remote 
communities can be regarded as important but less urgent issues (Cercerelli et al., 
2000).   
Access to alcohol, as in other jurisdictions with similar supply reduction 
strategies (FaHCSIA, 2011), appears to play a key role in why participants are 
driving intoxicated in remote communities.  The motor vehicle has become part of a 
pattern of behaviour that affords drinkers residing in dry communities a means to 
drink alcohol legally, even if no longer able to do so in their own community.  The 
frustration towards the alcohol restrictions reported by participants in this study may 
be a result of firstly, the perception that driving-related offences are beyond the 
scope of the original purpose of alcohol restrictions (as has been documented in the 
Northern Territory, Australia) secondly, the opinion that ‘dry’ communities may be 
targeted for enforcement more frequently compared to towns with licensed premises 
(Anthony & Blagg, 2012) and thirdly, the perception the alcohol restrictions are a 
policy only imposed on Indigenous communities specifically.  It is not the purpose 
of this paper to discuss the historical context of alcohol management within 
Indigenous communities (see Clough & Bird, 2015).  However, flouting of the 
restrictions as identified here may be reduced if there was a greater level of 
community-ownership of alcohol control and management as identified in some 
Alaskan communities (Berman & Hull, 2001).  
Indeed, the inability of Indigenous community members to drink in their 
communities appears to have motivated groups of drinkers to take excessive risks, 
driving long distances, sometimes hundreds of kilometres, on unsealed, unguttered 
roads to purchase alcohol.  It has also meant people are taking other risks such as 
walking on the side of the road. It is already well established that Indigenous people 
are more likely to be injured as a pedestrian than non-Indigenous Australians (Falster 
Randall, Lujic, Ivers, Leyland, & Jorm, 2013).  The findings reported here also 
suggest that alcohol prohibition could have strengthened the pressure younger 
members of the community already experience culturally to transport others in 
circumstances where  it may involve illegal behaviour (drink driving, unlicensed 
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driving) (Fitts et al., 2013a; Rothe, 2005).  The distance between a community with 
alcohol restrictions and licensed premises has been suggested as an associated factor 
with drink driving (Fitts, Palk, & Jacups, 2013). As this study only includes two 
communities, wider investigation of alcohol management plans and their possible 
impact on drink driving is warranted in order to develop strategies to reduce the 
current transport risks taken to access alcohol. 
8.7.2 Implications of the findings and recommendations 
The results of the study highlight the existence of erroneous beliefs held 
among Indigenous drink drivers in relation to drink driving and its management.  
Having a more accurate sense of the relative risk and safety as is currently held in 
other Indigenous communities (Rothe, 2005), has the potential to alter Indigenous 
driver attitudes as well as levels of perceived behavioural control, which in turn may 
lower intentions to drink and then drive.   Ideally, perceptions of drink driving must 
change from that of being an accepted and acceptable risk inherent in living in 
regional and remote areas to instead where drink driving is perceived as an 
unnecessary, unsafe and unacceptable risk that cannot be managed except by 
avoidance by drivers and their passengers.  It is envisaged changing these social 
attitudes will thereby allow social or peer pressure to complement specific policy 
measures.   
 
Drink driving strategies for Indigenous communities should be broader than 
focusing on the behaviour only; rather underpinned by the understanding of the 
linkages between health, community, disadvantage and social justice.  Commitment 
levels demonstrated by willingness to travel long distances for alcohol  suggests that 
more than supply reduction strategies needs to be undertaken  in relation to treating 
problematic alcohol use among the small proportion of Indigenous people who 
choose to consume alcohol at harmful levels and take such excessive risks.  
Moreover, the majority of participants in this study did not hold a driver’s licence, 
were unemployed and had limited alternative means of transport.  Access to 
transport has been shown to be vital to human health and wellbeing (Currie et al., 
2010).  Therefore, transport improvements in regional and remote access are 
required to facilitate greater participation in employment and to improve access to 
services. 
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While there are resources dedicated to Indigenous driving education in rural 
and remote Queensland, Indigenous people in rural and remote communities 
generally have had limited exposure to road safety campaigns.  Other preventive 
public health campaigns, such as tobacco cessation with Maori populations through 
the use of internet and cell phones-based initiatives, have been found to be successful 
as ways to expose large groups to key health messages (Whittaker et al., 2008).  The 
value of delivering drink driving campaigns similarly should be investigated.  
Campaign messages could be directed towards parents with young children about the 
impact their role modelling has on their children’s development (Evans-Whipp et al., 
2013).  Moreover, studies have demonstrated paternal monitoring knowledge,  
parenting practices (Li et al., 2014) and parental drinking habits during adolescence 
are linked to subsequent drink driving involvement (Maldonado-Molina et al., 2011).  
Therefore, a wider educational campaign to include the effect of heavy drink 
consumption exposure between adults and children is needed.  Assistance is also 
warranted for parents to develop good driving practices. This could commence by 
increasing rates of licence ownership as well developing guidelines to help parents 
recognise the importance of reinforcing safe driving practices and communicating 
with their children.  Changes in perceptions towards drink driving among adults will 
likely filter down to the large proportion of younger Indigenous people in the next 
generation who will become eligible to apply for a licence by 2021 (ABS, 2006b).   
8.7.3 Limitations  
A number of limitations in regards to this research are worth noting.  Firstly, 
audio-recording of just a few of the interviews means that some of the rich 
contextual material from the unrecorded interviews may have been lost.  However, 
this was necessary to ensure the collection of information was carried out in an 
appropriate manner, with participants able to feel safe. The initial reluctance among 
some participants to complete an audio-recorded interview was overcome despite the 
initial difficulties involved in talking about illegal behaviours, suggesting that this 
approach was effective.     
Qualitative material is always susceptible to idiosyncratic interpretations by 
the researcher.  To minimise undue researcher influence, at the end of the interview 
participants’ responses were summarised to them to ensure accuracy of terminology 
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and interpretation of their responses.  Even so, language and cultural differences 
between the research team and participants may have impeded fully nuanced 
interpretation.  In addition, the data was by more than one researcher.  English was 
sometimes not the language used at home for some participants.  Indeed, English can 
often be a third or fourth language in these communities, with residents fluent in 
several dialectics of the local clan language.  Participants in this study were asked if 
they would prefer to complete the interview in their local language with the 
assistance of an Elder to translate.  However, all decided to complete the interview in 
English. To a large extent the limitations related to language and culture were 
overcome by utilising the support of people well known by the community. 
8.8 Conclusion 
The purpose of this paper was to examine the contextual and attitudinal 
factors contributing to Indigenous drink driving in regional and remote communities 
in Far North Queensland.   Changing the existing drink driving norms of the 
acceptability of drink driving-associated risk to that of greater social disapproval of 
drink driving is needed in order to change attitudes and behaviours in Indigenous 
communities.  Increasing the number of Indigenous people holding a valid driver’s 
licence to a level where being licenced becomes a social norm in such communities 
is likely to be very important to achieving this. Alcohol restrictions make for a 
unique environment for drink driving, and arguably have led to the acceptance of 
excessive levels of risk as part and parcel of obtaining alcohol.  In this sense, these 
originally protection-motivated measures have fallen short of their intention, 
arguably in part because they have failed to address underlying alcohol consumption 
problems.  Preventive campaigns for other public health issues have been found to be 
effective, and further investigation into the value of developing similar drink driving 
measures targeted towards rural and remote Indigenous communities is warranted.  
8.9 Chapter summary  
Chapter Eight reports results related to the factors that maintain drink driving 
for Indigenous people in regional and remote Queensland.  Participant perceptions 
that drink drivers could minimise their crash risks or avoid police apprehension.  
Participants also believed that where adolescents witnessed older family members 
drinking and driving, this normalised the behaviour, leading to imitation (‘role 
modelling’).  Earlier findings (Chapter Seven) already indicate parents or extended 
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family reinforce drink driving once children are capable of driving through cultural 
‘lore’.  Outside of the development of the ‘Hero to Healing’ program, this finding 
has also has preventive implications.  One consideration the program will need to be 
mindful of is the impact alcohol control has in remote communities.  It appeared 
alcohol prohibition stimulated circumventing behaviours such as driving long 
distances to obtain alcohol legally, often consuming it while driving back to the 
restricted place.  The focus of the research program now shifts to further 
understanding the protective influences upon drink driving that have enabled 
participants to desist from drink driving. 
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9.2 Notes 
Taken From: 
Fitts, MS., Palk, GR., Lennon, AJ., & Clough, AR.  Breaking the cycle:  Factors 
supporting Indigenous Australians to desist from drink driving.  (Manuscript 
constructed) 
 
All authors meet the criteria for authorship and take responsibility for their 
part in the manuscript, with the candidate accepting overall responsibility as first 
author. In the case of this paper, the candidate was responsible for all aspects of 
preparing the manuscript including reviewing the literature, formulating the ideas 
and arguments(s), interpreting the research findings and their implications, and 
structuring, writing, and appropriately referencing the manuscript. In addition, the 
candidate conducted all the interviews that the findings reported in the paper are 
based on. The co-authors are members of the candidate’s supervisory team and, in 
addition to providing assistance with manuscript revisions, their contribution to the 
paper has been supervisory in nature. 
  This constructed manuscript is the last Chapter reporting on the qualitative 
findings from Stage Two and it builds on the previous two papers (Chapters Seven 
and Eight).  It is the only Chapter to report on factors which have assisted 
Indigenous people to desist from drink driving after a history of engaging in the 
behaviour.   The findings discussed in the Chapter will inform the program content, 
particularly related to strategies that can be used to support Indigenous drink drivers.   
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9.3 Abstract  
Context and Purpose: Prior research reports different risk factors for drink driving 
in Indigenous societies in Australia and internationally.  However, the majority of 
the literature dedicated to understanding the protective factors is focussed on 
mainstream society. Identification of factors which promote resiliency for 
Indigenous drink drivers is required to inform innovative treatment countermeasures.   
  
Methods: Qualitative interviews with 49 Indigenous drink drivers from regional and 
remote Queensland were used to identify factors that had assisted them to resist 
further offending.  
 
Findings: Two main themes related to protective factors emerged: new support 
systems (cultural, kinship and agency) and reduction in alcohol consumption.  
Support systems appeared to function by creating a sense of individual 
responsibility, awareness of the consequences of one’s actions, and development of 
skills in forward goal setting and accepting responsibility within the context of 
traditional culture (enculturation).  Changes in alcohol use functioned by removing 
participants from high-risk drink driving environments.  
 
Conclusions: Initiatives targeting drink driving among Indigenous Australians can 
benefit from adopting a broader public health approach. The findings here are 
consistent with other alcohol-related studies where enculturation has been shown to 
produce psychological benefits. It is recommended the initiatives developed be 
community and multi-agency inclusive, improve the health and wellbeing and 
provide long-term support.   
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9.4 Introduction 
9.4.1 Current issue 
Despite receiving increased policy attention, there appears to have been little 
change in level of the road injuries experienced generally by Indigenous Australians 
since 2001 (Harrison & Henley, 2008; Henley & Harrison, 2013).  The mortality, 
morbidity and social impacts are significant as Indigenous Australians are almost 
three times more likely to die from road crashes than non-Indigenous people. Young 
men are most affected, with the majority of Indigenous Australians killed in road 
crashes being males aged 30-34 years.  Moreover, the rate of serious injuries among 
Indigenous Australians because of road crashes is between 30-50 percent greater 
than the non-Indigenous population, with these often resulting in serious, long-term 
physical or mental health problems, such as acquired brain injury or spinal cord 
injury (Harrison & Henley, 2008; Henley & Harrison, 2013).   
Figures from 2006 in Queensland show that Indigenous people were up to six 
times more likely to be involved in a road crash than non-Indigenous people  (ATSB, 
2007).  Recent analysis of Queensland-based transport and police records suggest 
alcohol is a prominent factor in crashes in outer regional and remote communities 
(Siskind et al., 2011).   Moreover, analysis of Indigenous drink driving convictions 
has identified higher rates in regional and remote areas compared to more 
metropolitan Queensland (Fitts et al., 2013b).  Therefore, addressing drink driving 
among Indigenous Australians will have important implications for closing the 
health gap between Indigenous and non-Indigenous Australians particularly in 
regional and remote communities. 
9.4.2 Drink driving programs in Australia 
In Australia, remedial programs are considered to be an integral part of 
addressing this serious public health issue.  The majority of Australian programs are 
modelled on findings that effective rehabilitation programs should be multimodal in 
nature and combine punitive sanctions, education, counselling and treatment (wells-
Parker et al., 1995).  Using recidivism and individual changes as outcome measures, 
evaluations of some programs suggest favourable impacts, e.g. lower recidivism, 
enhanced skills to separate their drinking and driving and improved attitudes and 
knowledge among participants completing the program  (Mills et al., 2008; Palk et 
al., 2006).   However, the programs evaluated were found to be less efficacious for 
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Indigenous Australian drink drivers.  Indigenous participants who completed the 
New South Wales’ Sober Driver Programme were 26 percent more likely to re-
offend, increasing to 44 percent for those who had three or more previous drink 
driving offences (Mazurski et al., 2011).  Despite the serious health and social 
implications road trauma has for Indigenous people in Queensland, there is not yet a 
dedicated program specifically for Indigenous people in that state. 
Indigenous participants may not respond to treatment programs designed for 
non-Indigenous populations because of the unique drink driving risks found within 
Indigenous communities.  In non-urban Indigenous communities kinship obligations  
(Morgan, Slade, Morgan, 1997)  have been found to play a leading role in motivating 
Indigenous people to drink drive (Fitts et al., 2013a; Rothe, 2005).  For instance, 
senior family members have expectations of younger relations to drive when asked, 
even if intoxicated, and this can be difficult in Indigenous society for the younger 
relative to avoid (Fitts et al., 2013a).  Existing Australian drink driving programs 
have not been developed to cater for these issues, detracting from their 
appropriateness to treat drink driving among Indigenous people in Australia. 
 
9.4.3 Drink driving programs in United States and New Zealand/Aotearoa  
 
Similarly to Indigenous Australians, the original inhabitants of the United 
States of America and New Zealand/Aotearoa are over-involved in alcohol-related 
road crashes  (Hilton, 2006; Pollack et al., 2012; Sargent et al., 2004;  Voas,  
Tippetts & Fisher, 2000).  Drink driving rehabilitation programs in these countries 
recognise the need to take an holistic approach when treating the behaviour.  Native 
American drink drivers are encouraged to participate in cultural activities (talking 
circles and sweat lodge ceremony) as part of the New Mexico’s ‘San Juan DWI First 
Offender Program’ (Woodall et al., 2007), while observing the protocols of New 
Zealand’s Maori culture (ceremonial processes) and inclusion of community leaders 
are standard practice in the New Zealand based ‘One for the Road’ program (Dawber 
& Dawber, 2013).  These programs are each based on existing Western evidence-
based theories, and incorporate cultural reconnection as part of drink driving 
treatment.  This approach is reflective of the growing body of evidence that 
enculturation (the degree to which an individual is embedded in his or her cultural 
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traditions, as evidenced by traditional practices, traditional language, traditional 
spirituality and cultural identity) is important in the treatment and recovery of 
Indigenous individuals with addictions and risk taking behaviours.  Enculturation has 
been considered to provide resiliency in alcohol cessation and abstinence for 
Indigenous people (Torres Stone, Whitbeck, Chen, Johnson & Olson, 2006; 
Whitbeck, Chen, Hoyt & Adams, 2004) and there is fresh discourse about its 
importance in treating injury behaviour (Wexler & Gone, 2012).  Studies with 
Indigenous people conclude that the process confers several psychological benefits 
including increased self-worth, mental wellbeing, personal empowerment, as well as 
enhancing awareness and problem solving ability (Dockery, 2011; Kingsley, 
Townsend, Phillips, &Aldous, 2009).  Many Indigenous people strongly believe that 
their abrupt detachment from traditional culture is at the root of their problems with 
alcohol and this may have alienated them from their usual forms of coping and 
behavioural expectations (Beauvais, 1998; May, 1982). 
Evaluations of United States-based and New Zealand/Aotearoa-based 
programs have identified that program participants of Indigenous heritage were less 
likely to be re-arrested for drink driving compared to non-program drink drivers 
(Dawber & Dawber, 2013; Kunitz et al., 2002).  These evaluations also described 
self-reported reductions in participant alcohol consumption and higher levels of self-
efficacy to change their behaviour (Dawber & Dawber, 2012; Woodall et al., 2007).  
Such outcomes are encouraging.  However, the evaluations do not specifically report 
the factors participants perceived as assisting them to desist from drink driving.  This 
makes it difficult to distinguish whether it was the broader holistic health approach 
of the programs that was responsible for the effect or whether this was due to other 
external influences, thus limiting the capacity of these evaluations in being able to 
inform the development of programs specifically for Indigenous Australians.   
9.4.4 Aim  
The aim of the paper is to identify the factors that have assisted Indigenous 
Australian drink drivers from avoiding further engagement in the behaviour.  It is 
anticipated that the protective factors identified here could be incorporated into an 
Indigenous specific drink driving program for local use. 
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9.5 Methods 
9.5.1 Setting: Far North Queensland  
The drink driving conviction rate and recidivism rate among Indigenous 
drivers is higher in non-urban areas within Queensland (Fitts et al., 2013b; Fitts, 
Palk, Lennon, & Clough, 2013c).   Therefore, this study focused on regional and 
remote communities in Far North Queensland.  Participants were recruited from two 
regional and two remote communities in this region (Figure 9.1).           
The regional communities chosen for this study are located within the greater 
Cairns region which has estimated Indigenous population of 23,121 people, 
comprising approximately 10% of the region’s population, a substantially higher 
proportion compared to the national Indigenous population of 2.5 percent (ABS, 
2006c). 
Both remote communities are located within Cape York Peninsula in far 
north Queensland which covers ~211,000 km
2 
with a population of approximately 
20,000 (outside its major regional centre and towns). Included are 11,700 Aboriginal 
and/or Torres Strait Islander (Indigenous) Australians living across 12 small, self-
governing communities with a population ranging from <200 to 2500 people.  Both 
the remote communities in this study can be accessed via air.  One community is are 
also accessible via a single sealed road while the other is accessible via a single 
unsealed road which is closed periodically during the monsoon season, effectively 
isolating the community between December and April.  English is widely spoken but 
is usually a second language with many speaking a Kriol language (Australian 
Creole variant) developed from an English-based Creole, traditional languages and 
pidgin (Meakins, 2012).  Many traditional cultural practices are maintained by 
community members.   
9.5.2 Procedure  
Semi-structured interviews were chosen since these are consistent with 
cultural norms which include the telling and sharing of stories, or ‘yarning’.  This 
approach is often referred to as ‘research yarning’ (Bessarab & Ng’andu, 2010).  
Through the yarning relationships, participants become both elemental contributors 
to the research decision making and crucial donors of information.   Participants were 
asked to provide a detailed account of the last time they were caught drink driving.  
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Those participants who could remember earlier drink driving convictions, or times 
they had driven after drinking, but not been apprehended, were asked to recall this 
information too.  In rural and remote communities that have lower levels of police 
enforcement, it was reasoned that conviction records might not provide a true 
reflection of drink driving behaviour, and so it was deemed important to have as 
much information as possible using this qualitative approach.  Evaluations of other 
drink driving programs have noted the limitations introduced by not having this 
information (Dawber & Dawber, 2012).   For those participants who self-reported 
that they no longer drink and drive, probe questions were used to explore their 
perceptions of what had enabled them to avoid further offending.  
9.5.3 Data analysis  
Analysis of the interview material began after the first interview with a 
review of interviewer notes to identify themes early in data collection.  To capture 
some of the verbal expression and idiom used in the interviews more accurately, as 
well as to explore some of the key themes in more detail, a small number of 
participants were asked for follow-up interviews, with audio-recording.  The 
researchers believed that a sufficiently good level of rapport had already been 
established with participants, and that acceptability of audio-recording would be 
high.  Four previously-interviewed participants agreed to this and follow-up 
interviews were then conducted by the first author.  Recordings were later 
transcribed by the first author for analysis.  To address the issue of material in the 
interviews being incriminating in any way and to preserve anonymity, upon 
completion of transcription, all audio-recordings were deleted. The transcripts were 
analysed independently by two other authors in order to verify the key themes 
identified by the first author. 
9.5.4 Participants 
Participants were Indigenous drivers with any history of drink driving 
convictions.  A sample of participants with recent and older convictions was 
recruited so as to ensure a sample with a broad experience of contextual factors 
potentially contributing to their offending could be captured.  Participants identified 
as Indigenous (Aboriginal and/or Torres Strait Islander), were 18 years of age or 
older, a resident in one of the study communities, and had been convicted of at least 
one drink driving offence in their lifetime.   It was important to include those who 
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had already had time to gain insight into their behaviour and/or seek treatment so 
that protective factors for avoiding drink driving since their last offence could be 
explored.  Participants received a $15.00 voucher in recognition of their participation 
time. 
A total of 49 individuals participated in the interview.  The sample was 
predominantly male from remote (n=26, 90%) and regional (n=17, 85%) 
communities. The majority of participants were aged between 26-39 years in 
regional (n=14, 48%) and remote (n=9, 45%) communities, had finished year 9 level 
of education in remote (n=18, 62%) and regional (n=14, 70%) communities.  In 
regional communities 19 of the 20 people interviewed had more than one drinking 
conviction; only 45% (n=13) of remote community based participants had more than 
one conviction.  
9.5.5 Ethics 
Ethics approval for the study was provided by the Human Research Ethics 
Committee of Queensland University of Technology (approval no. 1100000636).  
The program of research is guided by Australia’s National Health and Medical 
Research Council protocols for research with Indigenous Australians (NHMRC, 
2002). 
 
9.6 Results 
9.6.1 New support systems 
9.6.1.1 Re-connecting with our culture (cultural relatedness) 
Participants who self-reported that they no longer drink and drive were of the 
opinion that a key to their success was participating in groups/activities where they 
were supported to learn and share strategies or plans to manage their situation and 
the risk of reoffending they faced.  It was in the men’s group where cultural activities 
were encouraged and intertwined with learning new skills as the following statement 
demonstrates: 
[We talk about] what you going to do, how you going to change, how you 
going to it again if you end up back in the same cycle. [We]  have plans to 
achieve change….We do fishing, making spears, going out bush and all that 
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and spending a day out there….We talk about alcohol and drugs, speed 
[amphetamines] and all that. (Man, 33) 
 
From their presence at the meetings, participants were exposed to an alcohol-
free environment where both emotional and social support was provided.  Provision 
of men’s groups was also one of the few services available to participants in the 
evening, often a high-risk time for alcohol consumption and drink driving.   
It appeared that this new cultural relatedness was important as it provided individuals 
with opportunity to practise self-control.  Participants exposed to these services were 
able to learn to separate traditional cultural values and responsibilities from the 
distorted kinship pressure and requests made by family and friends to drink drive.  It 
appeared treatment centres with specific care for Indigenous people with alcohol 
dependency or misuse issues taught participants to refute demands and pressure of 
older family members or friends to transport them as illustrated by this participant: 
 
At [rehabilitation centre name] I learnt discipline. I learnt never to trust 
people, even friends. People get you to drive, but [you should] look after 
yourself.  People say I’ll shout you [buy your drinks], you got to say “yeah 
no thanks.”  [otherwise] You end up drunk and then drive for them. I’m 
probably going to end up at the outstation soon to get away from people 
drinking. (Man, 26) 
As illustrated above, upon return to the community, some participants had 
intentions to travel to the outstations to be in an environment where they could 
continue their sobriety and remove themselves from the perceived pressure of other 
family members drinking and driving.  The outstation/homeland movement is a 
recent Aboriginal post-colonial initiative beginning in the early 1970s.  Outstations 
are small, isolated settlements of close kin on ancestral homelands away from the 
settlements established by the missionaries (Smith, 2004).  Following through on 
intentions such as travelling to the outstations was difficult to achieve because of the 
limited transport means available to do this.  Outstations could be up to 100 
kilometres from the community, and only accessible via four wheel drive.  
Some of the drink driving participants in remote communities who recalled 
starting rehabilitation after a drink driving conviction discontinued their entire 
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treatment and returned to their home community prematurely, reporting they felt 
isolated from their community and their family when they were at the rehabilitation 
centre. The rehabilitation centres available were primarily in regional areas, often 
hundreds of kilometres from their home community. This distance also meant the 
family couldn’t engage or support the participant in their treatment. 
Engagement with culturally safe support networks such as the men’s group 
appeared to have a number of positive psychological mechanisms for men.  Some of 
the participants started to take their perceived role as an older man within their 
family and the community as important.  These participants were of an age to 
support others and become a spiritual and emotional mentor and leader for younger 
men in the community.  The following participant described how he originally 
started re-engaging with the men’s group to reduce alcohol and drink driving, but 
went on to become the men’s group coordinator.  This provided him the opportunity 
to repair his connection to his community, which in turn provided him with the 
opportunity to support and foster an environment where men could discuss their 
alcohol issues and the difficulties they were having in managing situations:  
 
Your reputation and your respect is lost in the community with drink driving.  
That’s why I’m in the position I’m in now [as men’s group coordinator].  I 
am trying to make it up to the community and help others. (Man, 34) 
 
While some participants who were members of the men’s group did not 
specifically state that it was their intention to be a positive role model in the 
community, their interactions with others suggested they wanted to encourage 
younger community persons to contemplate their level of drinking, the financial 
burden this brought, and to seek help for their drinking.  The following participant 
recalled how he encouraged others to gain insight into their behaviour whilst also 
driving them to their intended destination so they could avoid drink driving: 
 
When I chat up with them, [and] I explain it to them, I’ve won some, who 
has…cut down on the alcohol [use]….They pay me like a taxi driver does, 
chuck their money to the taxi driver. Realising in a day I can make $200. I go 
back the next day, [I say]  “ahh I got your $200’, [they say]  “nah, I got no 
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money”, [I say] “yeah you paid me so much money yesterday, it’s yours.” 
[they say] “ahh, I have to stop drinking and wasting money.” It’s a thing that 
they think about. [They say] “Oh I can’t remember that.” [I say] “Well every 
time you go out on alcohol, that’s how much you’re losing.”  (Man, 51) 
 
9.6.1.2 Kinship support 
Provision of family support appeared pivotal to avoiding further offending 
and was identified by almost all participants who self-reported no longer engaging in 
drink driving.  On some occasions this support included an agreed upon strategic 
plan between the participant and one or more family members or friends.  If the 
participant wasn’t abstaining from alcohol, the strategies often involved surrendering 
the motor vehicle or the keys to the participant’s support person, in order to avoid 
temptation whilst drinking.  Selling the vehicle was another measure for habitual 
offenders as the following quotes demonstrate: 
 
Get them to get family members to hide the keys before they start drinking, 
move the car from the yard, hide it down the road. So there is no temptation.  
I got my two boys to do that now. They hide the keys. I’m not going to wake 
them up to get the keys. (Man, 34) 
 
After I got caught I sold my cruiser [4-wheel drive]. My sister don’t let me 
drink and drive. She’ll drive me when I ask. (Man, 28) 
 
I walk or I organise my dad to give me lifts. (Man, 29) 
 
My mate was usually the driver. But he’s gone back to [community 
name]….Then I lost my driver, that’s when I drive on my own....He 
[participant’s friend] just stay sober all night.   If I’m drinking he wouldn’t 
drink, and [then he would] drive all night for us.  (Man, 28) 
My mum doesn’t drink drive though. I always listen to my mum. I pass my 
keys to her so I don’t drive…..All my family except mum drink drive. (Man, 
37) 
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The final quote illustrates the prevalence of drink driving within families and 
the social norm to drink drive. It also demonstrates the importance of having a 
family member within this context that does not find it acceptable to drive 
intoxicated.   
In the narratives, some participants recognised the effort their family member 
went to in order to provide this support.  For the following participant, the action of 
their family member motivated them to continue avoiding drink driving as the quote 
below demonstrates: 
 
That’s why I need to change because I gotta help her [spouse] too. She’s 
helping me…. Even if I drive a car now my missus will go off.  ‘Cause she 
don’t want me driving and get caught again. (Man, 28) 
9.6.1.3 Agency support 
Some participants were of the opinion that external agencies had been 
beneficial in assisting them to abstain from drink driving.  Community-based drug 
and alcohol counselling services offered participants an environment to learn about 
alcohol and the underlying reasons for excessive alcohol use.  The agencies also 
provided long-term support as the following quote highlights:  
ATODS really got stuff outta me. I shared my story.  I go to ATODS anytime I 
can.  I been talking about why I was drinking so much. But they taught me 
about how drinking harms you and damages your health.  I [have] been 
talking about why I was drinking so much. I went to ATODS after I was done 
[convicted] for drink driving. I sometimes still go. Just now and then for like 
[support] top ups. (Man, 49) 
 
Long term support in the form of probation was invaluable to some participants: 
 
Probation is good, I was on probation. It kept me out of trouble when I was 
going straying. (Woman, 23)  
 
I’m on Probation now.  It’s okay, you have someone to keep you in line. 
(Man, 30). 
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Participants felt that having someone who cared about their actions was valuable 
after being apprehended and convicted for drink driving.  The probation and parole 
staff working in these communities had all been in their positions for at least five 
years and were well known to both the Indigenous community and other service 
providers.  Consistency of staff and the on-going nature of the relationships that 
developed between them and offenders appeared to be key to this initiative.  
9.6.2 Alcohol no longer has control: reductions in alcohol use 
Participants who self-reported that they had been able to avoid drink driving 
reported that abstention or reducing their level of drinking had enabled this.  The 
following quotes demonstrate this: 
 
I certainly pulled down, I have slowed down very much, slow down big time. 
I slow down big time….Never feel like I want to touch it again. (Man, 51) 
All these [drink driving] offences went back to alcohol… I lost my licence, 
my employment from drink driving and I pushed my family away….I lost 
almost a decade of my life.  I drink still but a lot less but  I drink on weekends 
only. (Man, 42) 
 
I have slowed my drinking too.  I don’t know as much as I used to. (Man, 49) 
 
My alcohol use is different. My choices are different…My alcohol use has 
changed since I was done for drink driving.  Now when my family offer me 
drinks here, they offer me rum, I say no and walk outside.  (Man, 34) 
 
There were a number of reasons why drink drivers had decided to reduce or 
abstain from alcohol use.  These included understanding the long-term implication to 
their health and greater self-awareness of the risks of drink driving to them and 
others around them.  Some participants appeared to have insight into the longer-term 
implications of their drinking and associated behaviours including violence on their 
family.  This in turn motivated them to provide a safe environment for their 
grandchildren as illustrated by the quote below: 
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I did it for my grandkids. I really didn’t want them to see me drinking.  
Sometimes you know when people are drinking, there can be a fight or 
argument.  Kids shouldn’t see that. (Man, 49) 
 
Whilst there were several participants who were able to address their drinking habits 
in a manner that meant drink driving was no longer an issue, some difficulties were 
raised in managing alcohol abstinence on a daily basis.  Pressure from family was an 
ongoing difficulty for participants as illustrated by the following quote:  
 
Sometimes we [participant and other men’s group members] try to cut down 
on our alcohol. But we can’t cause of family….they drink, smoke. I try and 
walk away. They say, “What you walking away for, don’t you wanna smoke 
and drink?” Sometimes, I don’t wanna drink….They say “ahh you telling lie, 
ahh come on, just have one can or one cone. (Man, 33) 
9.7 Discussion 
The research has provided insight into how Indigenous people with a history 
of drink driving overcome the risks of reoffending they face in everyday life.  
Consistent with previous research related to alcohol misuse and alcohol-related 
behaviour, exposure to support services that encourage enculturation as well as 
connection to ‘Country’ appeared to play a vital function in achieving desistance 
(Gone, 2009; Wright, Nebelkopf , King, Maas, Patel, & Samuel, 2011).  This finding 
is also consistent with the approach of treating drink driving through the 
combination of traditional evidence-based methods alongside cultural participation 
as seen in the United States and New Zealand/Aotoeroa (Dawber & Dawber, 2013; 
Woodall et al., 2007).  Notably, previous studies into the development and efficacy 
of culturally specific substance treatment argue that cultural appropriateness is more 
complex than simply tacking on familiar ‘cultural’ treatments to existing mainstream 
programs.  Choi and colleagues argue that changes must commence at the original 
design of the treatment to include culture specific references (Choi, Faseru, & Beebe, 
2011).  During these initial stages, programs must also be tailored towards and 
informed by the communities they intend to reflect and service (Croff, Rieckmann, 
& Spence, 2014). 
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Drinking in communities and travelling play important social roles in 
bringing individuals together.  Alcohol, in particular, has been found to be a way of 
expressing positive feelings towards others as well as engendering companionship in 
Indigenous communities (Brady, 1993; Spicer, 1997).   Drink driving also reinforces 
traditional values of kinship and reciprocity (Fitts et al., 2013a). The findings in the 
current study support the idea that enculturation through men’s groups and other 
rehabilitation services provides men with role demands and rewards beyond the 
realms of the social reinforcements that drinking provides.  For instance Indigenous 
men who had extensive drink driving histories in this study, stepped into mentoring 
roles in their communities and were encouraged to provide better role modelling to 
younger men. Men’s groups were originally designed to encourage and empower 
men to review and re-establish their roles in the family and in their communities 
(McCalman, Baird, Tsey, 2007).  Narratives by the men in this study suggest that 
they have experienced the effects of participating in groups in this way and are more 
fully functioning community members as a result.     
For Indigenous people who wished to continue drinking alcohol but not drink 
drive, kinship support systems appeared imperative in mitigating the temptations and 
perceived pressure to drink drive.  What this study suggests is that in communities 
where there are perceived social norms to drink drive, treatment strategies to address 
the problem must include community support.  Incorporating a capable guardian, in a 
similar role to that for other alcohol-related behaviour programs can alleviate the 
risks of recidivism (Roberts, 2007).   The guardian can help to develop a strategy or 
plan to avoid reoffending and support the offender to stick to it particularly during 
high risk situations. Extended family also appears important in influencing positive 
and negative behaviours among Indigenous people (Trotter & Rolf, 1997) and 
reflective of the target treatment group to the New Zealand drink driving program 
(Dawber & Dawber, 2012).  
As with drink drivers in the general population, for Indigenous drivers, 
access to support services such as probation orders was pivotal to the reducing 
engagement in drink driving.  Probation orders are available in all regional and 
remote settings in Queensland.  As part of their process, the person on the probation 
order is assessed and ordered to complete programs which target their criminogenic 
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needs.  The usefulness of probation and alcohol service providers for Indigenous 
drink drivers in avoiding further offending is mirrored by earlier studies of other 
drink driving programs.  Wells-Parker and colleagues (1995), conducted a meta-
analysis of 215 evaluations of all types of drink driving programs revealing that 
drink driving interventions that included a combination of education, counselling and 
probation supervision were more effective than interventions that did not have all of 
these components (Mills et al., 2008).  The New Mexico first offender drink driving 
program also has a long-term follow-up for its  primarily-Native American 
participants, ranging from three to twelve months based on a client’s needs (Woodall 
et al., 2007).   Therefore, placing Indigenous people convicted of drink driving 
within the context of a probation setting where they can be intensively managed and 
followed up appears to be a viable method of providing this longer term support. 
9.7.1 Practical implications  
The findings presented here demonstrate that the protective factors associated 
with avoiding drink driving re-offending are complex and therefore worthy of more 
targeted treatment.  Based on these findings, a number of recommendations can be 
made for drink driving rehabilitative programs for Indigenous people in regional and 
remote communities: 
1. Community-wide approach: To enhance resiliency among Indigenous people 
with a history of drink driving, the program and other strategies need to be 
targeted at the individual, family and community levels to change social norms 
and reduce cultural pressure related to drink driving.   
2. Improving health and wellbeing: Participation in cultural activities and regular 
visits to ‘Country’ could assist healing, and have other positive psychological 
benefits that support behavioural change.   
3. Through cultural framework: Cultural services employing traditional discussion 
methods and meetings, that are sensitive to the needs of Indigenous values and 
way of life are necessary.  
4. Long-term support through multi-agency involvement: Integrated support 
services from probation and parole, justice group, alcohol and drug service 
providers and community organisations (men’s groups) is recommended.  
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9.7.2 Further research 
Previous studies with Indigenous communities identify that enculturation has 
marked importance in improving individual cognitive and emotional functioning 
including healthy self-esteem and identity and are positively connected to mental 
wellbeing.  A large proportion of the research into the therapeutic processes of 
cultural connection (Gone, 2009; Wright, Nebelkopf, King, Maas, Patel, & Samuel, 
2011) as well as the efficacy of interventions to address alcohol and drink driving is 
North American-based. Greater understanding of the psychological process and 
benefits of cultural connection for Indigenous people in Australia is needed to 
understand and inform the development of new programs that will address the health 
issues Indigenous Australians experience in relation to alcohol and drink driving. 
9.7.3 Limitations  
Although the findings of this study provide insight into the protective factors 
that support drinking and drink driving desistance, there are some limitations.   
Analysis reached thematic saturation and we collected a rich data set, however, 
generalizability to other situations and populations is limited until more research is 
conducted with Indigenous communities.  Another limitation is the methods of data 
collection, namely being primarily note-taking with audio-recording of only a few of 
the interviews.  This was necessary to ensure that the collection of information was 
carried out in an appropriate manner and that participants felt safe.  Such methods 
run the risk of misrepresenting the true views and feelings of the participants. To 
minimise undue researcher influence, at the end of the interview participants’ 
responses were reiterated to them to ensure accuracy of terminology and that the 
interpretation of their responses was precise. The initial reluctance among some 
participants to complete an audio-recorded interview was overcome by the 
development of good rapport and relationships over time, despite the initial obvious 
difficulties presented by talking about illegal behaviours.  Participants were assured 
of anonymity and confidentiality and details linking participant responses to any 
individual’s identity was destroyed as soon as de-identified transcripts were 
prepared.   
9.8 Conclusion 
The findings demonstrate the intricate familial, cultural and service networks 
needed to assist Indigenous people with drink driving histories to desist from such 
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behaviour. From the findings, a number of recommendations have been made to 
improve the current programs available to Indigenous drink drivers and their families 
including reconnecting with culture, long-term support, multi-agency collaboration 
and community-wide intervention.   These are preliminary findings, with more 
research warranted in relation to Indigenous road user behaviour as part of a broader 
psychological and public health approach. Drink driving has serious implications for 
the health and psychological wellbeing of small and discrete Indigenous 
communities in Australia.  Therefore, reducing it will have wide-reaching 
consequences as well as assist in achieving closure of the health gap. 
9.9 Chapter summary  
Chapter Nine reports results regarding factors that maintain drink driving for 
Indigenous people in regional and remote Queensland.  The protective factors which 
Indigenous drink drivers perceived as assisting them to overcome their drink driving 
behaviour fall under two main themes. New support systems (cultural, kinship and 
agency) appeared to function by creating a sense of individual responsibility, 
awareness of the consequences of one’s actions, and development of skills in 
forward goal setting and accepting responsibility within the context of traditional 
culture (enculturation).  Self-reported reduction alcohol use was also important.   The 
factors that supported Indigenous people to desist from drink driving will be 
incorporated in the development of the ‘Hero to Healing’ program, which uses the 
Community Reinforcement Approach to underpin the philosophy of the program. 
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10.2 Notes 
All authors meet the criteria for authorship and take responsibility for their 
part in the manuscript, with the candidate accepting overall responsibility as first 
author. In the case of this paper, the candidate was responsible for all aspects of 
preparing the manuscript including reviewing the literature, formulating the ideas 
and arguments(s), interpreting the research findings and their implications, and 
structuring, writing, and appropriately referencing the manuscript. In addition, the 
candidate conducted all the interviews that the findings reported in the paper are 
based on. The co-authors are members of the candidate’s supervisory team and, in 
addition to providing assistance with manuscript revisions, their contribution to the 
paper has been supervisory in nature. The co-authors agree to the use of the paper in 
this dissertation and its publication on the Australasian Digital Thesis database 
consistent with any limitations set by publisher requirements.  
The review of international drink driving programs outlined in Section 2.4 
demonstrated that the majority of intervention programs are underpinned by the 
Stages of Change model (Prochaska & DiClemente, 1983).  As such, drink driving 
programs have had a significant focus on changing alcohol use through applying 
cognitive, affective and evaluative processes, particularly in the initial stages.  
Subsequently, most programs will instruct their participants to self-record their 
alcohol use applying various screening tools as well as having a strong focus on 
alcohol education.  As described in Section 3.2.2, this model doesn’t consider the 
role cultural and historical factors can play in alcohol and drink driving behaviour 
within Indigenous communities in Australia. 
 The Community Reinforcement Approach underpinning the ‘Hero to 
Healing’ program doesn’t aim to change cognitions; rather, it intends to motivate 
participants to learn and apply new skills to alter the environment in which their 
alcohol and related problems occur.  The decision to utilise the approach was based 
on the earlier findings from Research Questions Three and Four and existing 
literature that supports the use of the approach with minority populations.  The 
findings from Chapter Six suggest there are cultural factors which play a key role in 
motivating Indigenous people to drink and drive.  Additionally, the decision to use 
the approach and modify its delivery was based on data captured in interviews 
conducted with participants in Stage Two identified specific delivery preferences for 
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the program including ‘yarning’ style program with little to no written paperwork or 
examinations. Participants were interested to know what had assisted other people in 
their community to desist from drink driving.  The program was recommended to be 
offered to the broader community to change broader attitudes and acceptance of 
drink driving behaviour.  Lastly, facilitators also needed to be known to the 
community and live or visit the community regularly. 
Initial steps were made in the design of the ‘Hero to Healing’ program to 
explore the framework in which alcohol misuse and drink driving behaviour was 
occurring within the communities involved in the research.   Here, as a way of 
maintaining the non-confrontational approach of the Community Reinforcement 
Approach to conduct the Functional Analysis, traditional Indigenous methods of 
knowledge sharing through ‘yarning’ were used.  Elders and other strong leaders 
were invited to co-facilitate the program. The DVD developed for the program 
captured the psychological and social mechanisms that served as incentives for drink 
driving to continue.  Moreover, the antecedents, both external (people, place) and 
internal (thoughts, feelings) that were associated with the behaviours were mapped 
out.  This medium created an environment where participants were able to discuss 
the triggers as well as the consequences of drinking and drink driving as it applied to 
others.    The DVD also allowed the other strategies of the Community 
Reinforcement Approach to be introduced to the group.  At the completion of the 
program, participants discussed the suitability of the ‘Hero to Healing’ program and 
recommended modifications to the content and delivery. 
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10.3 Abstract 
Issue addressed: Alcohol-related road crashes are a leading cause of the injury 
burden experienced by Indigenous Australians. Existing drink-driving programs are 
primarily designed for the mainstream population. The ‘Hero to Healing’ program 
was specifically developed with Indigenous communities and is underpinned by the 
Community Reinforcement Approach (CRA).  This paper reports on the formative 
evaluation of the program from delivery in two Far North Queensland communities. 
Methods: Focus groups and semi-structured interviews were conducted with drink-
driver participants (n = 17) and other Elders and community members (n = 8) after 
each program. Qualitative content analysis was used to categorise the transcripts. 
Results: The CRA appealed to participants because of its flexible nature and 
encouragement of rearranging lifestyle factors, without specific focus on alcohol use. 
Participants readily identified with the social and peer-related risk and protective 
factors discussed. Co-facilitation of the program with Elders was identified as a key 
aspect of the program. More in-depth discussion about cannabis and driving, anger 
management skills and relationship issues are recommended. 
Conclusions: Participants’ recognition of content reinforced earlier project results, 
particularly the use of kinship pressure to motivate younger family members to drink 
drive. Study findings suggest that the principles of the CRA are useful; however, 
some amendments to the CRA components and program content were necessary. 
So what? Treating drink driving in regional and remote Indigenous Australian 
communities as a community and social issue, rather than an individual 
phenomenon, is likely to lead to a reduction in the number of road-related injuries 
Indigenous people experience. 
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10.4 Introduction 
Australia has a strong history over several decades of road safety 
achievement (ATC, 2011); however this has not always translated to safer road 
outcomes for Indigenous people. For more than a decade, the mortality rate of 
Indigenous road users has been almost three times higher than for other Australians 
(Harrison & Berry, 2008; Henley & Harrison, 2013).  Road crashes are the second 
leading cause of injuries for Indigenous Australians, behind suicide and result in 
more fatal outcomes than assaults (Vos et al., 2009). Australian studies investigating 
the features of serious and fatal road crashes identify alcohol as a highly prevalent 
characteristic in non-urban crashes (Siskind et al., 2011). Reducing drink driving 
among Indigenous regional and remote road users has the potential to lead to an 
improvement in the amount and severity of road trauma experienced by this group. 
Drink-driving programs form part of a suite of countermeasures used in 
Australia to reduce recidivism. Most programs typically have two objectives: 
separating drinking and driving behaviours; and promoting healthier drinking habits 
(Dwyer & Bolton, 1998; Ferguson et al., 2001; Mills et al., 2008).  Moreover, most 
programs do not provide an environment that is culturally safe (Taylor & Guerin, 
2014) for Indigenous drivers. The theoretical framework underpinning the majority 
of these programs is the Stages of Change Model (Prochaska & DiClemente, 1986). 
The model lends itself to the examination of behavioural change with a view to 
developing a stage-matched intervention. Progression through the stages requires 
changes in knowledge, attitudes and beliefs that have rationalised unsafe behaviours 
or unhealthy lifestyle choices. There is growing criticism that the model focusses too 
heavily on modifying internal mechanisms, conscious decision making and planning 
processes, and neglects the role of reward and punishment (West, 2005). The model 
also overlooks the effect that cultural expectations have on behaviour modification, 
which is considered to be a key motivator of drink driving in remote Indigenous 
communities (Fitts et al., 2013a).  A theoretical framework that addresses some of 
these concerns is the Community Reinforcement Approach (CRA). 
The CRA is a comprehensive cognitive-behavioural treatment (Meyers & 
Smith, 1995) founded on the belief that an individual’s ‘community’ (e.g. family and 
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friends) plays a significant role in reinforcing (rewarding/ supporting) recovery. The 
goal is to assist people to rearrange their lifestyles so that healthy, alcohol- and drug-
free living becomes fulfilling and thereby competes with alcohol and drug use 
(Meyers et al., 2005).  The model has been used to develop a range of alcohol, drug 
and drink-driving programs for Native Americans (Meyers et al., 2005; Miller et al., 
1999; Woodall et al., 2007).  In Australia, CRA has been tailored for use in rural 
Indigenous health services in New South Wales (Calabria et al., 2013; Calabria et al., 
2014). However, it has not been used in development of most mainstream Australian 
drink-driving programs. 
Against this backdrop, the CRA was used to underpin the development of the 
‘Hero to Healing’ drink-driving program for regional and remote Indigenous 
communities. With the intention to improve the content and delivery of this new 
program, this paper reports on the formative evaluation of the program from delivery 
in two Far North Queensland communities. 
10.5 Methods 
10.5.1 ‘Hero to Healing’ program 
The program (developed by author MF) was conducted in two communities 
in Far North Queensland in 2013. It was envisaged that the program content and 
range of presentation methods used would support a culturally safe environment 
(Taylor & Guerin, 2014) (see Figure 10.1 for development, content and delivery 
information). Unlike conventional programs, this program was delivered without a 
formal facilitator at the front of the group. Instead, the program material was 
delivered by author MF in collaboration with Elders of the community and local 
drug and alcohol workers. In early program sessions, facilitators covered major 
themes (see Figure 10.1) related to the motivations associated with drink driving. 
This content was supported by screening the stories captured on a DVD in which 
other drink drivers in the study communities shared the circumstances (triggers) 
related to their drink driving. As the program progressed, the CRA treatment options 
were discussed and debated between the facilitators and the participants. Notably, 
the CRA’s highly flexible treatment reduces the power differentials (Taylor & 
Guerin, 2014) between the facilitator and the participant as it allows both the 
facilitator and the participant to select strategy options based on the participant’s 
treatment needs. 
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 Figure 10.1. ‘Hero to Healing’ program development and pilot 
 
10.5.2 Setting and participants 
One community is classified as ‘outer regional’, located ~70 km from Cairns. 
The other community is classified as ‘very remote’ (ABS, 2006c) ~800 km from 
Cairns. Working group meetings between the author MF, community Elders, justice 
group members and drug and alcohol workers were held in the months leading up to 
the delivery of the program. Decisions made in these meetings included the delivery 
location and allocation of facilitator responsibilities for each session. Therefore, the 
•The program is based on semi-structured interviews that were conducted with drink 
drivers and faciliators who currently treat drink drivers in Far North Queensland and 
Northern New South Wales.   
•The program is also underpinned on the Community Reinforcement Approach and utilises 
the broad-spectrum strategies.  
Underpinning of the program (2011-2012) 
•The programcontains four 2-hour sessions. Ideally, one session per week should be 
delivered. The program is designed to be delivered in a group environment and uses the 
following methods to present the content: 
• illustrations, 
•visual media,  
•story-telling,  
•yarning and, 
• interactive discussions without the need for participants to engage in write informtion.   
•A DVD is also forms part of the facilitation package.  The footage captured stories of 
residents from the study communities who volunteered to discuss their drink driving 
experiences and the impact of drink driving on themselves and family members on the 
DVD. 
•Rather than focusing on modifying the attitudes and cognitions related to alcohol, the 
program attempted to focus on the implications of drink driving on the community and 
changing external factors to make non-drinking more appealing. 
Program delivery and content (2012) 
•The program was piloted in one regional and one remote community.  
•In the regional community, eight men participated in the program. Most of the 
participants (n=5; 62%) were between 26 and 39 years of age. Two participants were 
40 years of age or over.  Elders (n=5) and community members (n=3) also attended.   
•There were nine men participants in the program facilitated in the remote community.  
The majority (78%) of the participants were 40 years of age or over.   
•Almost all participants in both the regional (67%) and remote (88%) programs did 
not hold current drivers licences. 
Formative evaluation of the program (2013) 
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two programs differed in delivery location and number of facilitators. For example 
the outer regional program was delivered in an outdoor area within the rainforest, 
within walking distance to the local Indigenous community. Participants were over 
18 years of age, self-identified as Aboriginal and/or Torres Strait Islander and had 
been convicted of at least one drink driving offence in their lifetime. Participants 
were offered a $50 supermarket gift card for their time. Based on earlier project 
findings (Fitts et al., 2013a) it was considered important to also include other 
community members that may have pressured younger people to drive under the 
influence of alcohol. Invitations were extended through working group members to 
these community members. 
10.5.3 Data collection and analysis 
At the end of the program, a series of open-ended questions was used in a 
focus group setting to prompt discussion on expectations, perceptions, feelings and 
experiences to determine short-term perceptions of the content and delivery. If 
participants had to leave at the end of the program before the focus group, the same 
questions were used in an individual interview format. Interviews and focus groups 
were audio-recorded to retain verbatim. Thematic analysis was conducted by the two 
authors to identify the main findings under the key questions and the most 
appropriate quotes to use to illustrate the findings. 
10.5.4 Ethics 
Ethics approval was obtained from the Human Research Ethics Committee of 
Queensland University of Technology (approval no. 1100000636). All participants 
provided informed consent. 
10.6 Results  
10.6.1 Identifying with the content 
All program participants reported that they were able to identify with the 
content presented in both the facilitator manual and the DVD. The stories from the 
DVD appeared to be important for program relevancy. Participants reported that they 
were able to connect with others’ stories and that this provided the opportunity to 
explore and map out their own risk factors. 
In subsequent sessions, the majority of behaviour-changing strategies 
discussed by the drink drivers on the DVD were the CRA strategies of learning to 
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refuse a drink and drink driving (behavioural skills training), job skills, non-alcohol 
related social activities, support from a family member (buddy system) and relapse-
prevention planning. Participants stated it would be possible to easily apply these 
strategies to their daily routines because the strategies were not onerous and they 
could rely on the support of others to implement some of the changes. It also 
appeared that participants considered these strategies because the strategies’ focus 
was not on challenging their current behaviours. Participants also stated that 
examples of the strategies’ effectiveness in a relatable context gave them credibility, 
suggesting that the strategies could be easily transferred to address their same 
triggers. 
10.6.2 Learning from my Elders 
The Elders had a prominent role in the program and discussed the purpose 
and use of values related to the kinship system and how this has evolved since 
colonisation. When asked about delivery, participants and general community 
members reported that having the Elders to refer to and provide guidance in relation 
to overcoming family pressure to drink drive was imperative. On several occasions it 
was stated that the program was the first time drink driving had been discussed in a 
community context. 
10.6.3 Safe environment: my country 
Delivery location was selected by the working group. For the regional 
community, ‘on country’ and away from the community was considered to be an 
ideal location.  Upon reflection this location was deemed appropriate by participants 
and others due to the sensitive nature of the program and the reference to the purpose 
of kinship in connection to traditional values and lifestyle. 
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Table 10.1.  Comments regarding program delivery and content from participants, and, recommendations for consideration   
 Quotes 
Identifying with 
the content 
 
• I got the message out of that. When the bloke said “I was the soberest one”. That touched me that part. I hear it every day. (Male drink driving participant, 
aged 48). 
• It was good. You could have a conversation after hearing their [DVD drink drivers] experiences, putting solutions in about what you had listened to for your 
own life….if it’s working for those guys, their solutions could work here.  (Male drink driving participant, aged 32) 
Learning from my 
Elders 
• And I know for myself asking the Elders for advice I was able to, they helped me with that guidance too. And I’m hoping that others [participants] will be able 
to follow that to, to come to the Elders to ask questions if they’re not sure. (Female, Community member) 
• Yeah I was listening to the Elders, the way he was talking, he was talking the truth…and it touched me. It’s not worth it getting behind the way when you’re 
pissed [intoxicated]. (Male drink driving participant, aged 48) 
• I felt comfortable having the Elders. Making them tell their stories, how I could use that information to help me and my brothers when they are going to get in 
the car driving drunk. (Male drink driving participant, aged 34) 
Safe environment • It was my land, my place, my backyard. At least I know I can do anything in my backyard.  It is where my ancestors are. (Male drink driving participant, aged 
38) 
Recommendations  
Group in relapse 
prevention plan 
• It was an Elder that put pressure on me. They put pressure on you. You can’t say no. If you’re protected by a community leader, a leadership group, then you 
can say no. (Male drink driving participant, aged 37) 
The services need 
to be here 
• I would have liked the justice group to be there. (Male drink driving participant, aged 37) 
• Should be a police officer here, to encourage us not to drink drive, to be safer on the road. (Male drink driving participant, aged 33) 
Employment 
Opportunities 
• ..the mining company to encourage the men to keep their licence. I was thinking of once they finish with that they could get some kind of award for 
appreciation, that will make them feel, like being a new beginning for them. (Male drink driving participant, aged 54) 
Part of a broader 
program 
• Health need to be promoted more, people are stressed out. They have financial, hardship, family pressure, community pressure.  Need to get more into 
nutrition, I think that will make it a good process, more with the health [focus]. (Male drink driving participant, aged 54) 
 • There are other things that ‘cause that drink driving like jealously and because of relationship. (Male drink driving participant, aged 28) 
 • …[and] alcohol is not the main problem it’s their mind and they need help. I think that is why sometimes they, the young ones go off.  It’s anger, it’s about 
anger management. That’s what they need. (Male drink driving participant, aged 51) 
 • More information about drug driving and what’s the criteria of being charged with drug driving and what constitutes the charge. (Male drink driving 
participant, aged 43) 
 The development of the ‘Hero to Healing’ program     261 
 
 
 
 
10.6.4 Recommendations  
A range of delivery and content recommendations were received (Table 10.1) 
including: 
• The ‘buddy system’ could be changed to include a small leadership group to 
help participants maintain relapse strategies and resist family pressure; 
• Presence of other external agencies at the program (police and health 
workers). Employers could provide participants with new training and 
employment opportunities upon program completion; 
• Longer-term support base for drivers with a history of drink driving and their 
families; 
• More information regarding drug driving; and 
• Discussion about other social and psychological aspects that facilitate drink 
driving, including relationship issues (i.e. jealously) and stress. 
10.7 Discussion 
The study provides important preliminary findings for using a different 
approach to the treatment of drink driving in Indigenous communities in Far North 
Queensland. Use of traditional learning (Elders) and knowledge-sharing systems 
provided an environment for culturally safe discussions to take place, including on 
the effect of colonisation on Indigenous communities and how the communities 
could encourage a healing process to return to kinship obligations and values that 
protect drivers from risk taking driving behaviour. Changing the CRA from an 
individual to group delivery also appeared to be a constructive delivery change and 
aligns with recommendations for use of the CRA with Indigenous participants in 
Australia (Calabria et al., 2014). 
Amendment of the original CRA buddy system to include a small group of 
significant others is recommended. Family can provide strength for long-term 
efficacy of individual behaviour change (Nagel & Thompson, 2010) and in 
recognition of this, inclusion of family in program delivery is becoming more 
utilised. Presence of community members at the program may also have important 
implications for changing community attitudes towards drink driving, particularly 
with kinship pressure and its influence on others to drink drive to maintain their 
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family responsibilities (Fitts et al., 2013a) Almost two-thirds of Indigenous adults 
identify with a clan, tribal, or language group (AIHW, 2011b), whereby upholding 
traditional values and maintaining kin relationships are important. Until community 
social norms change, drink-driving behaviours may be difficult to modify in 
communities. 
There are limitations of this study that should be considered. The study 
consists of a small sample of drink-driving participants who were all men. While 
drink driving is predominantly an offence perpetuated by men, their opinions of the 
program may not apply to their female counterparts. Feedback received may have 
been prone to bias, specifically socially desirable responding. This limitation is 
likely to have been minimised to some degree by the individual interviews conducted 
with some participants. Moreover, the feedback received suggests participants were 
comfortable sharing their ideas and opinions. Project time restrictions prevented 
weekly facilitation of program sessions as per the intended design, possibly affecting 
the findings.  Implementation of the program with the intention to conduct an 
outcome evaluation and document the long-term effects on recidivism and health 
benefits is currently being planned. 
10.8 Concluding remarks 
The current research is an early step and an essential one to understand how 
best to address drink driving in regional and remote Indigenous communities. To our 
knowledge, ‘Hero to Healing’ is the first drink-driving program of its kind to address 
drink driving at both an individual and community level in Far North Queensland. 
The program appealed to participants, as it provided them with the opportunity to 
play an active role in their treatment within a culturally safe environment, unlike 
many existing Australian drink-driving programs that are founded on a more rigid, 
stage-based approach. Safer driving practices need to be achieved to reduce the 
serious implications that drink driving has on the health and wellbeing of Indigenous 
drivers and their families. 
10.9 Chapter summary 
From the findings in earlier chapters and the Community Reinforcement 
Approach, the ‘Hero to Healing’ was developed program.  In this final manuscript, 
the suitability of the program content and delivery is reported.   
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Participants readily identified with the social and peer-related risk and 
protective factors discussed, reinforcing the findings from Chapters Seven and Eight.  
Co-facilitation of the program ‘on country’ with Elders was identified as an 
important aspect of the program for participants.  From the narratives it appeared 
participants were able to refer to the Elders to moderate the accepted use of 
obligations to peer and kin, with the advice sort regarding use of cultural pressure.    
The Community Reinforcement Approach appealed to participants because 
of its flexible nature and encouragement of re-arranging lifestyle factors, without 
specific focus on alcohol use.   Natural progression to discuss ones’ own behaviour 
was made easier through the process of listening to stories from people in the 
community.   Analysing the positive reinforces and negative consequences of others 
behaviour, allowed participants to identify conditions that encourage and discourage 
their own behaviours.  This process appeared to be fundamental when it came to 
participants identifying new measures that will help to make a life of not drinking 
and drink driving more rewarding.   The strategies in the approach were considered 
to be suitable treatment to modify drink driving behaviour.  A number of 
recommendation were made related to content and delivery aspects of the program. 
Through using the Community Reinforcement Approach, there was 
significant discussion from participants during the pilot of both operating and 
wanting to achieve in contemporary society, primarily through employment.  
Concerns were raised over outstanding, extensive licence disqualification periods 
drink drivers often have as a legacy of their offending.  Not holding a valid driver 
licence was considered to dramatically hinder participants in being able to successful 
secure employment or attend activities that required transport.  A large number of 
industries in outer regional and remote communities require workers to hold a 
drivers’ licence.  These concerns were reflected by the majority of the program 
participants, who did not hold a valid drivers’ licence.   The implications of this and 
the other findings are discussed in the next chapter. 
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11.1 Introductory comments 
 The preceding chapters of this dissertation have documented a research 
program which examined Indigenous drink drivers through analysis of drink driving 
convictions in Queensland and semi-structured interviews with Indigenous people 
convicted of drink driving to capture information about their lived social and cultural 
experiences in regional and remote Queensland communities. The ‘Hero to Healing’ 
program was developed from this information and piloted in two communities for 
the purpose of seeking further community input about the program’s suitability.  
This chapter contains a general discussion of the findings, reported in Chapters Five 
to Ten, that pertain to the six independent, but related papers. The findings of the 
research will be addressed according to each of the research questions as outlined in 
Sections 2.6 and 3.6.  This final chapter provides a synthesis of findings across the 
three studies, representing the culmination of the research process.  Attention will be 
given to the extent to which the findings are consistent with those of previous 
Australian and international research.  The practical implications of the research 
findings for road safety policy and practice will then be discussed.  In addition, a 
summary of the strengths and limitations of the research will be examined.  The 
chapter concludes with potential research endeavours for future research.   
11.2 Synthesising the findings of the research program 
 This section presents the consolidated findings across the six papers and will 
be structured according to the five questions underpinning the program of research.  
In addition, it will synthesise the findings relative to the available literature.   
11.2.1 Research question one: What is the prevalence and what are the 
demographic characteristics of Indigenous people convicted of drink driving? 
This question was driven by the need to better understand the characteristics 
of Indigenous drink drivers within Queensland.  Government documents that report 
on road safety generally implicate alcohol as one of the leading causes for the 
overrepresentation of Indigenous road users in injury and conviction statistics.  
None, however, have provided details of the characteristics of these people and 
where they live in order for targeted resources to be developed.  There are numerous 
examples of studies which profile general community drink drivers by personal and 
offence details in Australia and elsewhere in the world (Leal et al., 2008).   
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As Aboriginal and Torres Strait Islander status is now routinely collected in 
conviction data by Queensland Government organisations, including the Department 
of Justice and Attorney-General, a more rigorous exploration of Indigenous drink 
driving conviction data was conducted in this program of research in order to answer 
this first research question. 
The analysis conducted in Stage One revealed that the drink driving 
conviction rate for Indigenous people in Queensland is six times that of the general 
Queensland conviction rate (DTMR, 2011).   Overall, there were some similarities 
between the findings of Stage One and other published studies.  As found by Leal et 
al., (2008), the majority of Indigenous offenders between 2006-2011 were men.  
Women comprised only one in five Indigenous drink driving convictions in this 
study, which is similar to the proportion of women reported as testing positive in 
roadside breath tests among the general driving population in Queensland between 
2000 and 2011 (Armstrong et al., 2014).  Overall, convicted drink drivers who 
identified as Aboriginal and/or Torres Strait Islander were generally younger than 
their general driving population counterparts, with over half (52.6%) of the 
convicted Indigenous persons being under age 25 years (compared to approximately 
30%  being in this age group in other studies) (Armstrong et al., 2014).  Age differed 
across geographical location for convictions of men only.  The difference was 
associated between metropolitan and inner regional, and very remote court locations.  
More men convicted in the very remote courts were persons over 40 years of age, 
whereas more of the men in urban areas were under the age of 25 years.   
Almost four in ten convictions were for high BAC range readings                 
(≥ 0.15g/100ml).  This is higher than rates among other drink driving populations 
including the general population in Queensland where approximately 20-30% of 
convictions are high range (Armstrong et al., 2014; Bayari, 2003; Leal et al., 2008).  
This greater rate of high range offending may reflect the difference between 
Indigenous Australians and the general community in patterns of alcohol use.  As 
highlighted in Chapter Five, it has been repeatedly found that, while fewer 
Indigenous people drink alcohol, the rate of harmful consumption among Indigenous 
Australians who drink is greater than for the general population (AIHW, 2003, 
2005).  Moreover, the proportion of Indigenous people who report drinking at short-
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term risk and high-risk levels at least once a week in the previous 12 months is more 
than twice that of non-Indigenous Australians.   
Possibly reflecting the overrepresentation of Indigenous drivers in crashes 
that occur in rural and remote locations, convictions recorded in courts characterised 
as ‘very remote’ were linked to high range BAC convictions for both males and 
females.  For convictions in ‘very remote’ court locations, over half (n=688; 54.8%) 
were high range compared to one third (n=430; 31.1%) in metropolitan areas.  
Convictions of females in ‘very remote’ court locations were largely high range 
(n=107; 42.0%) compared to metropolitan court locations (n=140; 28.9%).  These 
findings were not unexpected, as they are reflective of injury and crash rate trends 
which identify i) Indigenous Australians as injured more often in road crashes within 
higher isolated areas (Henley & Harrison, 2013), and, ii) alcohol as a key factor in 
the more serious and fatal road crashes in outer regional and remote areas in 
Queensland (Siskind et al., 2011).   However, as discussed in Chapter Five, the 
association between remoteness and high range BAC may also be reflective of an 
artefact of policing.  With limited resources, police may target heavy episodic 
drinkers and well-known repeat offenders.  Police may also overlook lower level 
BAC drink driving, particular if patrols are conducted within a distance that is 
greater than three hours from the Police station to conduct the secondary breath test.  
Police enforcement is discussed as a limitation under Section 11.5 (Strengths and 
limitations).  
11.2.2 Research question two:   What sub-categories of Indigenous people are at 
higher risk of re-offending?  
   Similar to the circumstances described in research question one, there is 
limited literature pertaining to the characteristics of Indigenous recidivist drink 
drivers despite some studies providing an understanding of the magnitude of 
recidivism among Indigenous drivers (Trimboli & Smith, 2009).  Deterministic 
linkage was applied to the same data used in research question one to match 
individuals to multiple convictions based on date of birth, gender, and specific 
Indigenous status (Aboriginal, Torres Strait Islander or both Aboriginal and Torres 
Strait Islander).    
From the drink driving convictions, 7,128 were categorised as first time 
offenders and 706 were repeat offenders, meaning there was a 9% recidivism rate.  
 The development of the ‘Hero to Healing’ program     269 
 
 
 
The findings of Stage Two mirror a number of aspects of the findings noted in 
research question one including that drink driving re-offending is predominantly a 
behaviour enacted by men (78.6%).  Using chi-square analysis with standardised 
adjusted residuals, male repeat offenders were more likely to be 15-24 years than 40 
years or older compared to their first offender counterparts.  Moreover, a greater 
proportion of male repeat offenders were convicted for offences in the high range 
BAC category compared to first time male offenders.  In comparison, women 
comprised over one in five repeat offenders.  Female Indigenous repeat drink drivers 
were significantly more likely to be aged between 25-39 years.  However, the same 
association between BAC and recidivism was not identified within women.  
Remoteness of the sentencing court location was also found to be a significant factor 
in relation to repeat drink driving for both men (χ2=48.75, df=4, p<0.001) and 
women (χ2=15.30, df=4, p<0.001).  Adjusted standardised residuals showed a larger 
proportion of repeat offenders located in the ‘remote’ and ‘very remote’ areas 
compared to their ‘major cities’ court location counterparts.  For females, adjusted 
standardised residuals revealed a similar trend with repeat offenders more likely to 
be convicted in ‘outer regional’ and ‘remote’ areas compared to ‘major cities’ court 
locations.  The principal penalty imposed at sentencing was monetary for 80% of 
both first and repeat offenders regardless of gender.  Controlling for confounding 
variables, a logistic regression with drink driving repeat offending as the outcome 
identified drink drivers who committed their first offence between 15-24 years of age 
were also significantly more likely to go on to be repeat offenders compared to 
drivers over 40+ years of age.  High range BAC and sentencing severity at first 
offence and gender were not significantly associated with repeat offending. 
In relation to blood alcohol concentration, findings in Stage Two highlight 
key concerns about Indigenous drink drivers.  First time Indigenous drink drivers 
record a high range BAC (37.3%) at a rate almost twice the wider first-time drink 
driver offender population in Queensland (DTMR, 2011).  Based on the findings 
related to BAC from this study, it may also be argued that there may be no difference 
between recidivist and first drink drivers in terms of their patterns of alcohol 
consumption.  For men, early engagement in drink driving predicted an association 
with drink driving re-offending.  Findings from Stage Two suggest that such risky 
drinking may begin early for Indigenous drinkers, which is a contribution to the 
 The development of the ‘Hero to Healing’ program     270 
 
 
 
literature in this area.  Research has shown that the proportion of risky drinking 
increases with age among Indigenous Australians from 25 years of age (AIHW, 
2011b).  In light of this, it is suggested that any program to reduce Indigenous drink 
driving recidivism may need to address alcohol misuse among both first and repeat 
drink drivers.   
In summary, the findings from Chapter Six demonstrated there are several 
sub-groups which are re-offending on a greater scale and therefore require further 
attention, including drink drivers in remote locations, young adults, and offenders 
with alcohol misuse and dependence issues.  A multipronged approach to addressing 
drink driving incorporating preventive and treatment measures for Indigenous 
peoples is warranted since these groups may be exposed to different risk factors.  
This is further discussed in implications for practice and countermeasures (Section 
11.4 and 11.6).    
11.2.3 Research question three: What are the key personal, social, cultural and 
contextual factors associated with sustaining drink driving behaviour for 
Indigenous people in regional and remote communities? 
To interpret the findings from Stage One (Research Questions One and Two), 
Papers One and Two referred largely to alcohol and health literature, and research 
with other drink driving populations largely assisted.  Chapters Five and Six 
highlighted the need for a specific focus on understanding recidivist drink driving in 
isolated Indigenous communities. Therefore, the proceeding section of this research 
explored drink driving in regional and remote communities in Far North Queensland. 
As reported in Chapters Seven and Eight, the main themes that emerged from 
the qualitative material of Stage Two were: i) witnessing drink driving during 
adolescence, ii) motivation by a ‘bravado’ mentality, iii) ‘being the hero’, iv) 
pressure from older family or peers to drive, v) justification of behaviour through 
maladaptive thoughts, and, vi) prohibition of alcohol in some remote communities 
and subsequent changes in how alcohol is obtained and consumed. 
The primary influence identified for motivating Indigenous people to operate 
a motor vehicle over the legal alcohol limit was pressure from older family or peers 
to drive.   Cultural responsibilities towards family members after being asked to 
drive under the influence of alcohol took precedence, even if the driver (participant) 
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was aware of the increased risks of a road crash or considered drink driving to be 
dangerous.  As discussed in Chapter Seven, it appeared from the narratives 
individuals were exposed to drink driving as adolescents and again as young men 
through an entrenched milieu of cultural pressure.  As discussed in Chapter Seven, 
these same interpretations are expressed by Rothe and colleagues (2005) who noted 
that in First Nation communities in rural Canada: 
 
The extent of parental involvement in the young person’s introduction to 
drinking and driving was not only role modelling, but also role demand. That 
is, the parents, while engaged in drinking and driving, demand things of their 
children that are dangerous, and which makes it easier for parents to 
continue drinking.  The children are forced to abet their actions, regardless 
of legality and risk. 
 
This quote illustrates the role parents have with further normalising the 
behaviour of drink driving.  Cultural relatedness is a construct in terms of resources 
and services between individuals and others; a refusal to share, receive or comply 
runs the risk of being seen as a denial of relatedness.  Identified in Chapter Seven, 
consequences for failing to comply were evident in the descriptions of friction 
between family members, isolation or feelings of marginalisation in their 
communities reported by some of the drink drivers in this sample.  The complex 
matrices of obligations and responsibilities including kin safety are embedded in the 
communities.  With this in mind, it appeared that being inebriated allowed older 
family members to exert a power of sorts from traditional systems over others to 
engage in illegal driving behaviour that they may not do in ordinary life.  Where 
traditional living remains intact, kinship obligations have been identified to be 
intertwined with other behaviours including alcohol (Brady, 1993), gambling (Breen, 
2012), and tobacco use (Johnston, et al., 2012).   
Justification of behaviour through maladaptive thoughts was evident in the 
narratives. Drink driving was considered generally to be a ‘dangerous’ road practice 
contributing to ‘accidents’.  However, the constraints of living in isolated 
communities where there was not another transport alternative to travel home or to 
other locations was also referred to as a reason to drive.  Participants talked about 
how they and their peers attempted to manage the risks they perceived as directly 
related to drink driving.  As described in Paper Three, as opposed to working on 
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legality of driving by the number of alcoholic drinks, legal validity to drive was 
concluded by physical appearance.  Anecdotal information noted in road safety 
agency reports in Western Australia had noted similar attitudes (Office of Road 
Safety, 2007). There was a process of nominating the ‘safest’ person in the group to 
drive, clearly a relative than an absolute measure of sobriety.  As identified in 
Chapter Eight, such decisions appear to be based on beliefs that there are degrees of 
drunkenness corresponding to one’s level of physical impairment from alcohol 
(vision impairment and ability to walk) and ability to drive a vehicle.  Although it is 
likely all peers were legally intoxicated, the discussion about the least intoxicated 
person suggest the group were interested in transport safety, at least to a limited 
extent. 
Also reflected in Chapter Eight, alcohol prohibition in some remote 
communities during 2008 may have changed the relationship between alcohol and 
the motor vehicle.  Participants observed changes in drink driving habits in the 
community with the tightening of the alcohol management plans in the two remote 
study communities.  Participants went to great lengths to access alcohol, driving 
hundreds of kilometres to acquire it.  Drinking was sometimes done in the car on 
their return to the community or on the side of the road.  Consumption of alcohol at 
home in communities where alcohol is prohibited was also discussed.  The changes 
in behaviour in discrete communities with the implementation of alcohol 
management including binge drinking (Beauvais, 1998; May & Smith, 1998), and 
displacement of drinkers to unsafe locations (FaHCSIA, 2011) were also identified 
in this study.  Alcohol restrictions and the transport risks to access alcohol need to be 
considered in the context of a drink driving program, particularly among participants 
who would like to continue to consume alcohol.  
The association between exposure to role models for drink driving during the 
formative adolescent years and later drink driving behaviour is not a novel finding, 
with a number of Australia and US studies (Evans-Whipp et al., 2013) reporting this 
phenomenon.  One approach to understand the importance of the influence of prior 
experiences is major social learning frameworks of behaviour (Bandura, 1997), as 
observation of adult role models influences the development of normative attitudes 
toward drink driving.  Social learning theory postulates learning is not purely 
behavioural and can occur by observing a behaviour and by observing the 
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consequences of the behaviour.  The current findings suggest that parents and other 
significant role models can introduce Indigenous youth and young people to drink 
driving.  Parents could play a pivotal role in future countermeasures and this is 
discussed in Section 11.4. 
Drivers under 30 years of age were motivated by a ‘bravado’ mentality, or as 
commonly stated ‘being the hero’.  It was here participants described engaging in 
drink driving to portray a profile to other peers which they believed was important to 
convey.  The peer group provides a structure for the advancement in status of young 
male drink drivers. Although speculative, the behaviour also serves young men by 
providing them with an identity in one area of their lives when they are excluded 
from other domains such as employment or the educational system.  Similarly this 
has been identified among Indigenous youth engaging in joyriding in Queensland 
(Dawes, 2002).  Many of the participants in our study had completed year 10 only 
and had issues of maintaining stable employment.  For young men, ‘being the hero’ 
became integrated into distinctive cultural repertories of emotional expression and 
allowed them to feel more powerful, and produced feelings of excitement and 
invincibility.  Engagement in the behaviour could demand a large investment in time 
and energy for the young men involved to ensure apprehension from authorities 
could be overcome.  On some occasions drink driving behaviour was published on 
social media domains including Facebook.    
Strategies that aim to change behaviour rely on an understanding of the 
salient factors that influence it.  Here, there have been a range of risk factors 
identified which relate to the lived experienced of drink drivers in regional and 
remote communities.  The implications of these findings when developing the ‘Hero 
to Healing’ program and other preventive countermeasures are discussed in further 
detail in Section 11.4.   
11.2.4 Research question four: What strategies will motivate and sustain 
Indigenous people in higher isolated areas to desist from drink driving in the 
long-term? 
As identified in Chapter Nine, there were several strategies that individuals 
who had succeeded in avoiding drink driving over a sustained period described as 
having been useful to them.  These included changing the environmental and social 
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reinforcers of the behaviour, gaining support from being involved in men’s groups 
and other services, and drawing on kin for support.  
The role of becoming involved in men’s groups was particularly noteworthy.  
It was in these environments that the men appeared to gain a sense of purpose, and to 
develop or reconnect with role demands and rewards that replaced those previously 
related to drinking and drink driving.  For instance, there were examples of 
Indigenous men in this study who had extensive drink driving histories, who 
described how they had stepped into mentoring roles in their communities and that 
this had encouraged them to provide more appropriate (i.e. drink-driving free) role 
modelling to younger men.  This finding supports those from existing studies from 
Far North Queensland that demonstrate the benefits of men’s groups to empower 
men to re-establish their roles in their family and community (McCalman, Baird, & 
Tsey, 2007). 
For Indigenous people who wished to continue drinking alcohol but not drink 
drive, kinship support systems appeared imperative in mitigating the temptations and 
perceived pressure to drink drive.  Provision of family support enabled the support 
for drivers to implement a strategic plan that involved surrendering the motor vehicle 
or keys to the support person whilst drinking.  What this finding suggests, is that in 
communities where there are perceived social norms to drink drive, treatment 
strategies to address the problem must include community support.   
Another form of support that was considered important towards ceasing drink 
driving was that of support and monitoring services provided by Probation and 
Parole and drug and alcohol workers.   It appeared that having someone, even if not a 
blood relative, care about their health and wellbeing and potential consequences of 
reoffending, created a sense of worth for people in this Indigenous sample and 
appeared to reinforce their intentions not to engage in drink driving. 
11.2.5 Research question five: Is the community reinforcement approach an 
appropriate frame for the ‘Hero to Healing’ program and could it assist 
Indigenous people in regional and remote communities to desist from drink 
driving? 
 The final research question (Stage Three) sought to identify if the 
Community Reinforcement Approach, a model that has a great emphasis on using 
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social and environmental contingencies to overcome problematic drinking, would be 
suitable to treat drink driving and related risk factors.  As discussed in Chapter 
Three, existing programs are limited by their delivery styles, and their inflexibility.  
In addition, they are based on the assumption that alcohol use is a behaviour that can 
be modified by the individual in isolation (this will be further discussed in Section 
11.3).  Using the findings from the previous research questions and the Community 
Reinforcement Approach, the four-session ‘Hero to Healing’ drink driving program 
was developed to address these shortcomings in previous interventions.  Research 
Question Five provided an opportunity to develop and examine the appropriateness 
of using the Community Reinforcement Approach. 
 The key findings as reflected in Chapter Ten were that allowing participants 
to select from a broad range of procedures appeared to be an advantage of using this 
approach.  Participants had control over which strategies were reflective of their 
goals: either reduced drinking or abstinence.  Consistent with evaluations of other 
programs that are founded on empowerment principles (Tsey et al., 2005), and which 
have concluded that this approach is an important part of the treatment process for 
Indigenous participants, the level of choice in the ‘Hero to Healing’ program 
appeared to empower the current participants.  In turn, this led to participants 
engaging with the process of the program and interacting with others early in the 
sessions.  As Indigenous people convicted of drink driving are arguably among the 
most disenfranchised groups of people in Australia, this is important.  Tsey and 
colleagues (2005) have argued that the multi-dimensional approach provides 
individuals with a sense of control and purposefulness towards effectively 
integrating the treatment components from the program to their everyday lives, and 
thus is more likely to create sustained change. 
The DVD was a vital tool to introduce participants to the menu of 
Community Reinforcement Approach strategies.  Learning to refuse a drink 
(behavioural skills training), job skills, non-alcohol related social activities, support 
from a family member (buddy system) and a relapse prevention plan were some of 
the Community Reinforcement Approach options introduced by the drink drivers 
contributing to the DVD.  Some of these strategies were also referred to in the 
context of drink driving.  Utilisation of community members’ experiences appeared 
to give the Community Reinforcement Approach content credibility.  Importantly, 
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common among the discussions was the use of strategies because DVD drink drivers 
were from the same community and had experienced the same triggers for their drink 
driving behaviour. Moreover, there were commonalities in the language used by 
DVD drink drivers from neighbouring communities.  Bringing these aspects 
together, participants believed these strategies were plausible to be transferred to 
operate in their life.  What is also interesting is that the strategies discussed by the 
drink drivers in the DVD were true accounts of their experiences and many of these 
are reflected in the components of the Community Reinforcement Approach.   
The Community Reinforcement Approach’s emphasis of the ‘comm-unity’ 
approach through the invitation to include the cooperation of significant others in 
supporting change was considered by participants to be helpful.   Significant others 
can play a lead role in identifying social contexts where the participants’ drinking 
behaviour is problematic and support changing this behaviour.  There was 
deliberation at the conclusion of the program suggesting the program should be 
offered to the broader community, particularly individuals who may not have been 
convicted of drink driving but responsible for orchestrating the behaviour through 
kinship pressure.  It was felt that discussing the use of kinship pressure to modify its 
use would have limited efficacy without changing the attitudes of others in the 
community. 
11.3 Contribution to theory 
It was not the purpose of this thesis to specifically test the relative utility of 
different theoretical perspectives.  Rather, this research aimed to identify and apply a 
new approach, the Community Reinforcement Approach, to underpin the design of a 
drink driving program for Indigenous communities, and review its applicability 
through participatory action research.  As outlined in Section 10.5, the Community 
Reinforcement Approach was flexible and allowed participants to have greater 
control over the program’s content.  Most of the major procedures used in the 
approach were accepted by drink driving participants including the functional 
analysis and the treatment plan.    
The review of international drink driving programs outlined in Section 2.4 
demonstrated that the majority of intervention programs are underpinned by the 
Stages of Change model (DiClemente & Prochaska, 1998).  As such, drink driving 
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programs have had a significant focus on changing alcohol use through applying 
cognitive, affective and evaluative processes, particularly in the initial stages.  
Subsequently, most programs will instruct their participants to self-record their 
alcohol use, applying various screening tools as well as having a strong focus on 
alcohol education.  The Community Reinforcement Approach underpinning the 
‘Hero to Healing’ program doesn’t aim to change cognitions; rather, it intends to 
motivate participants to learn and apply new skills to alter the environment in which 
their alcohol and related problems occur.  The decision to utilise the approach was 
based on the earlier findings from Research Questions Three and Four and existing 
literature that supports the use of the approach with minority populations.  There is 
an increasing volume of literature, internationally and in Australia, in the substance 
misuse field that supports the application of the Community Reinforcement 
Approach with minority populations (Meyers, Villanueva, & Smith, 2005; Miller et 
al., 1999; Villarreal, 2008; Woodall et al., 2007).  As discussed in Chapter Three, the 
use of Community Reinforcement Approach in Australia is relatively new, and an 
alcohol-related manual based on the approach has been tailored for Indigenous 
alcohol and drug services in rural New South Wales (Calabria et al., 2014).  
This program of research has contributed to that literature by demonstrating a 
primarily behavioural model, such as the Community Reinforcement Approach, is a 
more theoretically suitable approach for treating drink driving among Indigenous 
people convicted of drink driving and therefore a more community-accepted 
approach.  Unlike the Stages of Change model, the approach focuses on the wider 
environment of the individual.  Because of its operant conditioning theory 
foundation, the Community Reinforcement Approach focuses on building the 
rewards of positive reinforcers including family, social and employment.  Poor 
outcomes related to the social determinants including family violence and low 
employment are intergenerational within Indigenous communities.  It has been 
argued by various Indigenous and non-Indigenous academics that addressing these 
core issues will lead to change related to alcohol and injury-related behaviour. 
As discussed in Chapter Three, the Stages of Change model does not 
consider the role of reward and punishment in breaking difficult habits.  Unhealthy 
habit patterns become entrenched and semi-automated through repeated reward and 
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punishment (West, 2005).  These processes operate outside conscious awareness and 
do not follow decision making rules such as weighing up costs and benefits.  As the 
literature demonstrated in Chapter Two punitive countermeasures sanctioned by the 
court are likely to have a limited effect.  Drink driving behaviour was found not to be 
driven by individual cognitions or motivations but rather a ‘collective’ decision.  
Taken together, the Community Reinforcement Approach was considered to be an 
appropriate approach to use as it addresses these concerns.  Rather than focusing on 
changing cognitions and attitudes towards drink driving, the Community 
Reinforcement Approach aims to address the environmental factors.  The 
Community Reinforcement Approach attempts to build the rewards of other aspects 
with the intention of outweighing the rewards from alcohol use.  In the case of 
findings of this study, it is envisaged the Community Reinforcement Approach 
would be able to generate rewards which outweigh boredom, lack of employment 
and advancement in status (being the ‘hero’).    
The pilot process confirmed the appropriateness of taking this approach.  It 
appeared participants easily engaged in the program discussion.  Unlike other Stages 
based programs that tend to be more confrontational, and follow a set curriculum, the 
‘Hero to Healing’ program does not attempt to challenge participants’ attitudes 
about their behaviour or deliver the content in a manner that causes feelings of 
shame and isolation. The program’s approach attempted to come from a strength-
based approach including connection to culture and land, family and social support. 
Participants’ motivations to manage their drink driving through the positive 
reinforcers in the ‘Hero to Healing’ program further supported the use of the 
Community Reinforcement Approach in treating drink driving.  What appeared 
evident was participants’ greater interest in, and urgency to address, day to day 
social and cultural mechanisms that aid drink driving activity and interest in utilising 
the strategies of the approach to overcome that behaviour.  To the research team it 
seemed pilot study participants and other community members thought alcohol 
education was important in terms of the knowledge a driver on the road should hold. 
However, participants voiced that such abstract concepts were limited in their ability 
to curb the more serious influences related to drink driving such as kinship pressure.  
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This view is also consistent with Morgan et al. (1997) who report that Indigenous 
people have:  
…a preference for concrete knowledge recognizably related to the immediate 
context of their lives… actual, tangible things experienced directly or 
indirectly.  
Following the findings from research question three, specifically related to 
kinship pressure, dialogue by Elders and other leaders about traditional value system 
and its use was a natural inclusion into the program. This fostered a relaxed, non-
evasive environment while recognising the strengths of the community including 
traditional kinship system, story-telling and access to ‘on country’.   This illustrates 
the flexible nature of the Community Reinforcement Approach as it allows delivery 
and content to be shaped according to the target audience (Calabria et al., 2012).   
Culturally-based activities, such as sweat lodges, have been successfully 
incorporated into Community Reinforcement Approach programs for Native 
American populations (Woodall et al., 2007).  Furthermore, components of the 
Community Reinforcement Approach aim to address the other issues mentioned by 
participants including employment and relationship concerns (jealousy).  Overall, the 
Community Reinforcement Approach was a suitable approach because of its 
capacity to reflect the broad range of needs and interests of the program participants. 
 
11.4 Implications of the research for drink driving 
Several significant implications for practice as highlighted by this research 
are presented below, offering insights into opportunities to address drink driving.   
The information presented in this section addresses primarily the third research aim, 
to develop a drink driving program that i) incorporates the lived social and cultural 
experiences of Indigenous people convicted of drink driving; and, ii) is delivered in a 
way that is appropriate and could effectively assist Indigenous people in regional and 
remote communities to desist from drink driving.  Preventive opportunities are 
presented at the end of this section. 
The approach of using the same program content used for the general drink 
driving population, with amendments to literacy requirements, to treat drink driving 
with Indigenous offenders as for mainstream Australian offenders  is misguided 
(Dwyer & Bolton, 1998; Mills et al., 2008).  As the evidence from the current study 
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demonstrates here, one profound motivation Indigenous people gave for driving after 
drinking, was the kinship pressure by older peers or family members imposed on 
them.  Drink driving within Indigenous communities appeared to be generated in an 
environment whereby group identity and belonging are important to individual 
identity.  It did not appear that Indigenous drivers perceived the drink driving laws to 
be trivial, and indeed discussed the dangerousness of the behaviour, rather they were 
bound to their ‘lores’ and kinship.  There is a wealth of reliable sources 
demonstrating that Indigenous people would rather receive censure by the Australian 
legal system than break cultural ‘lore’ (NT Law Reform Committee, 2003; Law 
Reform Commission of Western Australia, 2006).  Indigenous ‘lore’ shapes 
priorities and structures of daily life within families and communities.  Because the 
‘lore’ forms the basis of important interactions and rules, obligations to kin often 
take precedence above obligations to State or national law as is seen in the context of 
drink driving.   
The association of drink driving with kinship obligations has serious 
implications for reducing drink driving with isolated Indigenous communities.  The 
first implication is that the narrative around drink driving laws should be altered if 
attempts to intervene are to be successful.  Fundamentally, the drink driving law 
needs to be owned by the community and become legitimatised within the 
community consciousness.  As opposed to being considered as an Australian law 
enforced by police alone, community leaders and Elders and authority figures need 
to be working publicly to apply these laws.  If this happens then it becomes more 
legitimate for the community.  This has broader implications for enforcement and 
emergency.  This will then reduce the work of police which is helpful because police 
have limited available enforcement resources (RBT) to complete this task.  Building 
the community’s commitment to solving an identified problem through public 
recognition could foster enthusiasm for a collective effort in addressing the issue of 
drink driving.  Through building community ownership of the law, it is thought the 
social normality and acceptance of having a drink driving conviction may be 
challenged.   It may also challenge the ‘us versus them’ mentality with police.  
As noted in Chapter Eight, the influence of the principles of deterrence, that 
is, perceptions of likelihood of being caught and fear of punishment (Homel, 1988), 
appeared to have limited effect in these communities.  Fear of apprehension by 
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police appeared to be low among participants, given the likelihood of being 
apprehended is restricted, where there is a low visual presence of police (Vingilis, 
1990).  As described under Research Question Four, methods to avoid apprehension 
were developed by some of the participants in the study communities and discussed 
in a manner where it appeared to be considered a ‘game’.  The punitive deterrence-
based sanctions, as stated in Chapter Two, may also have a limited effect in these 
small communities where there is a greater level of not holding a valid driver licence 
(NSW Audit Office, 2013) or having served time in prison within the juvenile and 
adult populations.  Countermeasure narratives surrounding the law need to become 
one about the safety and wellbeing of family and others in the community.  
Another important implication for drink driving intervention is the way in 
which treatment countermeasures are implemented.  For treatment options, the 
current study findings suggest that extending outward from the philosophy of 
treating drink driving as an individual phenomenon, to one considering community 
engagement is needed for treatment to have greater effectiveness.  A large proportion 
of the focus of current Australian drink driving rehabilitation programs reflects 
mainstream priorities and preoccupations, that is, alcohol education (standard 
drinks), confrontational techniques regarding alcohol use, and development of new 
knowledge and skills to change individual attitudes towards drink driving.  While 
these are important aspects for drivers, they do not appear to be effective in 
modifying behaviour in the Indigenous context.  The findings in Stage Two, 
especially with regard to the social and cultural reasons for drink driving, suggest 
there is scope to consider different, and potentially more effective approaches that 
incorporate culturally important dimensions apart from the current ‘one size fits all’ 
approach.    
The treatment programs such as the ‘Hero to Healing’ program can also have 
an influence on wider public health issues that are associated with drink driving.  For 
instance, in the drink driving narratives captured here, self-harm was a method of 
power and control to coerce family members into drink driving (Chapter Seven).  
There is already of body of evidence demonstrating emotional abuse such as threats 
to commit suicide can be an attempt to force others into responding to particular 
demands including money, another drink or to be listened to – as opposed to as a 
genuine cry for help.  The underlying causes for suicide in Indigenous communities 
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are by no means simple, with complex historical, cultural and social underpinnings 
(Hunter & Milroy, 2006; Tighe, McKay, & Maple, 2013).  However, it is becoming 
increasingly common for young Indigenous people in particular to act upon their 
threats, which often ends in death.  Therefore, addressing these threats in the context 
of drink driving may help to prevent completed suicides. Moreover, when the 
process of the threat and act are close together, it usually occurs while the person is 
heavily intoxicated (Hunter, Reser, Baird, & Reser, 2001; McKnight, 2002).  
Involvement of the family and other community members not specifically convicted 
of drink driving in drink driving programs such as ‘Hero to Healing’ provides the 
opportunity to intervene and discuss suicide in terms of i) emotional abuse: the use 
of suicidal threats to persuade others to drive after drinking, and, ii) prevention 
education for suicide and iii) referral pathways to services if required.  
At the crux of the current Australian drink driving intervention programs 
what appears to be missing is the recognition of culture, language and the need for 
Indigenous people to operate in both traditional and dominant cultures.  As detailed 
in Section 2.4, drink driving program providers in the US, Canada and New 
Zealand/Aotearoa recognise the value of including additional components dedicated 
to cultural values and traditions.  Specifically in the US, the San Juan DWI program 
recognises the importance of a strong cultural foundation which includes the 
principles of mediation, community re-integration, healing, discussion with Elders 
and sharing circles (Woodall et al., 2007).   It is recommended here that drink 
driving programs in the Indigenous Australian context need to be intertwined with 
Indigenous notions of cultural health and wellbeing.  Local stories associated with 
travel and safety across the landscape and consequences could be interwoven with 
current circumstances today.  It is suggested that the ‘Hero to Healing’ program 
takes such an approach whereby Elder discussion about the kinship system and its 
roles and responsibilities provides an opportunity for reconnection between 
community members.  It is envisaged that inclusion of the Elders and cultural 
learnings will foster similar outcomes to those that have occurred with circle 
sentencing: i) greater level of communication between Elders, the offender and their 
support persons, and, ii) greater importance on Indigenous knowledge and cultural 
practices.  In turn, participants may go on to adopt pre-colonial kinship values that 
will assist to reaffirm social roles and encourage safer driving practices.   
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One final consideration in relation to program content is the types of 
perceptions held in remote areas.  The findings from Stage One demonstrate 
remoteness was significantly linked with drink driving behaviour generally and drink 
driving recidivism.  Studies in Australia and Canada identify drivers in these 
locations place great emphasis on the external factors and the role they play in road 
trauma (Rothe & Elgert, 2005; Sticher, 2005).  Of particular significance is the 
fatalistic beliefs held by rural drivers.  Road safety research with populations, 
particularly those that hold strong religious beliefs, have found drivers consider 
injury, death and other loss as ‘fated’ to happen and therefore unavoidable (Kayani, 
King, & Fleiter, 2012; Rothe & Elgert, 2005).  Although not specifically with road 
behaviour, Indigenous Australians hold fatalistic beliefs that chronic illness and 
injury is inevitable (Ipsos & Winangali Pty Ltd, 2010).  This is something designers 
developing drink driving programs and campaigns may need to consider because fate 
appears to diminish human error and responsibility, rather attributing the cause of the 
outcome to the fate of people involved.   
Another research finding which requires consideration is the low rate of 
driver licence ownership among the Indigenous participants and their concerns about 
being able to achieve and sustain many of the Community Reinforcement Approach 
strategies (Paper Six).  In light of the low drivers’ licence ownership among the 
Indigenous population (NSW Audit Office, 2013), it is unlikely this will be unique to 
the communities involved in the research.  Employment has been identified as a 
protective factor against alcohol misuse in Australia and overseas (ABS & AIHW, 
2008; Stone, Beck, Huber & Catalano, 2012).  Transport is recognised to be a pivotal 
factor in providing individuals and their families with a greater opportunity to pursue 
employment as well as other key outcomes that will assist to improve Indigenous 
health and wellbeing generally including education, social and health outcomes 
(ABS & AIHW, 2008).  Equally, job training is considered to be a key strategy as 
part of the Community Reinforcement Approach treatment to assist individuals to 
maintain abstinence from alcohol (Meyers et al., 2013). 
In remote communities there are often only a small number of employers 
who employ the majority of the workforce, such as mining companies and 
Community Councils.  A driver licence is often a prerequisite for such employment 
and therefore, not holding a driver licence is well-recognised as a key barrier for 
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Indigenous people seeking employment in isolated areas (Forrest, 2014).  On this 
basis, it is recommended that serious consideration is afforded to providing 
Indigenous people with a disqualified licence related to drink driving and living in 
these communities the opportunity to hold a restricted drivers’ licence permitting 
them to drive within their community and for work purposes.  There is not the 
opportunity here to deliberate over the legal ramifications of this implication further 
or what criteria would permit people to apply for such a licence.  However, as it 
stands, a long period of licence disqualification is a severe impediment towards 
Indigenous people with a drink driving conviction modifying the social and 
economic aspects of their life which could lessen the likelihood of them returning to 
drink driving behaviour in the future.  Moreover,  employers also have a role to 
contribute in ensuring the capacity of their workforce, including i) supporting 
preventive measures related to drink driving, and, ii) creating a culture where an 
alcohol and drug free lifestyle is encouraged and supported.   
Another practical implication is the type and length of support provided to 
drink drivers.  Current programs in remote communities are commonly delivered 
intensively due to financial reasons and facilitated by an external person.  Although 
speculative, this may be because the programs are administrated from a central 
location in an urban setting.  This can mean the skills encouraged in the program are 
not reinforced and the facilitator is not readily accessible once the program is 
finished.  Stage One identified that the first 12 months is the highest risk period for 
Indigenous drink drivers to re-offend.  Moreover, in Stage Two participants who 
self-reported as no longer drink driving reported access to support services such as 
Probation officers was pivotal, as these assisted them to address the criminogenic 
factors associated with their behaviour. Taking these findings together, it is 
recommended that drink driving programs for Indigenous offenders should be 
delivered in tandem with a period of community-based supervision. As Table 2.1 
demonstrates, the majority of programs in Australia and internationally provide 
support to participants through a range of opportunities including follow-up by the 
program operators or provision of the program as part of a probation order.  In 
addition, in terms of delivery, it is recommended that Elders and other key leaders 
representing each family group are trained and included in such programs to ensure a 
transfer of the skills and knowledge to different sub-pockets of the community.  
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Community preferences for using a facilitator who is known and trusted in the 
community has been documented (Calabria et al., 2012).  Adoption of these two 
practices together is likely to boost participant attendance and outcomes are likely to 
be more successful.  
Another practical implication of the research relates to the personal factors 
investigated throughout the research.  Specifically, changing the culture of drink 
driving, in particular the psychological and social benefits it derives, is necessary to 
changing the acceptance and the currency it holds.  Age was associated with high 
rates of drink driving generally, with over half of drink driving convictions 
committed by persons under the age of 25 years.  It is recognised that such factors 
are not amendable to change via drink driving countermeasures.  However, the 
qualitative study provided evidence that drink driving was part of the formation of 
identity within peer groups for young men around this age.  As outlined in Section 
11.1.3, the behaviour was described in relation to characteristics of masculinity and a 
sense of invincibility.  It was also associated with unemployment and boredom.  
Lack of opportunities is magnified in remote Indigenous communities where 
unemployment is common and often intergenerational.  In relation to the ‘Hero to 
Healing’ program, this is attempted by using the stories of others of a similar age to 
discuss the benefits where a life of not drinking has greater rewards for the 
individual.     
Another effective measure may be to further promote drink driving as a 
socially undesirable behaviour through social media.  Social media is increasingly 
being used in raising the profile of various health campaigns among young people 
and in geographically difficult areas such as remote communities.  As part of the 
Western Australian licence and drink driving educational kit developed for 
Indigenous people of all ages in regional communities described in Section 2.4.1.2, 
Aboriginal comedian ‘Mary G’ was used to promote the kit as well as drink driving 
messages.  This campaign deviated from the traditional road crash and apprehension 
risk messages, opting instead to take an innovative approach using humour.  Road 
safety advertising is renowned for the negative and graphic road safety campaigns to 
invoke fear at the prospect of experiencing an averse outcome from illegal driving 
practices.  However, studies have questioned the relevance and effectiveness of these 
campaigns towards young men (Lewis, Watson, Tay, & White, 2007). The ‘Mary G’ 
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advertisement became available through YouTube.  Young Indigenous people in 
remote Australian communities have access to various technology outlets including 
SMS, blue toothing, and access social networking sites such as YouTube and 
Facebook.  These advertisements may be a cost effective method to reach youth in 
remote Indigenous communities that have not been saturated to the same extent as 
metropolitan youth with drink driving media campaigns.    
The final suggestions from this research are related to developing and 
improving preventive drink driving measures.  Increasing the rate of driving 
licensure may be one method of reducing the uptake of drink driving practices.  
Successfully supporting people through this process would provide drivers with 
greater knowledge and skills, equipping them for a safer driving passage into 
adulthood.  Following the finding from the Royal Commission into Aboriginal 
Deaths in Custody over 20 years ago, that road offences contribute significantly to 
the imprisonment of Indigenous people, transport agencies developed a range of 
initiatives to improve road safety and driver education for Indigenous youth.   
However, government agencies are only present in communities for a short period of 
time and initiatives have lacked community-level ownership.  Most Indigenous 
drivers, particularly in remote communities, will learn to drive through emulating 
their parents’ behaviour, with little to no formal training or education.  Moreover, 
young people in the remote communities learn to drive well before meeting the age 
criteria for a learner’s driver permit.  Therefore, by the time young Indigenous youth 
are engaged with government agencies, their attitudes towards driving have already 
formed and they are highly likely to have already illegally operated a motorised 
vehicle or bike repeatedly.  On this basis, road safety and drink driving education 
from primary school through to applying for a learner’s driver permit may be a good 
opportunity to engage the next generation of road users to participate in safer road 
practices.   
Parents also have a preventive role in this process, particularly given their 
pivotal role in their child’s road safety and the limited education and road safety 
initiatives for Indigenous youth in remote communities.  Community-based 
initiatives need to encourage parents to be active in their child’s driving during the 
pre-licence period.   Parents need to be aware of the considerable role they play in 
the road safety of young drivers, from being a model and source of driving attitudes, 
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behaviours, rewards and punishments and to providing most of the supervised 
driving practice. The importance of wellbeing of family held among Indigenous 
Australians (Penman, 2006) provides a real opportunity to engage all parties in 
prevention.  
11.5 Strengths and Limitations 
 The program of research represents a substantial body of work with several 
important implications and contributions to policy and practice in the area of 
Indigenous road safety in Australia.  As described in Chapters One and Two, road 
trauma has serious health and psychological consequences for Indigenous people and 
their families.  The current research contributes to the better understanding of the 
factors that influence drink driving in isolated Indigenous communities and is the 
first study of its kind known to the author to do so in Queensland and Australia.  As 
such it provides additional information and insights to both the community and to 
those research and intervention personnel who work with Indigenous communities.   
In terms of the strengths of the research, this is to the author’s knowledge the 
first time drink driving has been explored to this depth in the Indigenous context in 
Australia.   
The NHMRC (2010) states “Community consultation needs to occur earlier 
in the research process with the existing commitments of Aboriginal or Torres Strait 
Islander people, whether they are to be involved in an active or advisory capacity 
need to be identified so that the ability of people to participate in the research is 
clear.”  The original notion of developing a drink driving program for Indigenous 
communities in Far North Queensland was raised by community members in one 
community in 2010. Consultation with the study communities in Far North 
Queensland commenced in March 2011, when Stage One (quantitative) was being 
conducted and progressed over a 12 month period.  Meetings were held with a range 
of people including Elders, community leaders, council, justice groups, men’s and 
women’s groups and drug and alcohol services to discuss the project objective and 
outcomes.  There is a growing commentary that reflects the breadth of consultation 
required to actively work with Indigenous communities which is not captured in 
articles that report on research findings (Hing, Breen, & Gordon, 2010; Jamieson et 
al., 2012).  There was unanimous support for the project and a desire to reduce drink 
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driving behaviour in the community.  The project was considered by some as an 
opportunity to build a platform for discussion about drink driving at a broader 
community level including AA meetings and men’s and women’s group meetings.     
Without this support, the project would not have been feasible. 
Consultation is a part of a broader process of community engagement, 
capacity building and appropriate feedback.  The research project was able to 
incorporate these aspects through employment of a local worker, and co-facilitation 
of the program with Elders and community leaders.  Development and pilot of the 
‘Hero to Healing’ program also allowed the key findings of the project to be relayed 
to the community.      
In relation to the results, the initial epidemiological study has informed our 
understanding of the extent to which Indigenous drink driving is a greater problem in 
regional and remote communities, and is disproportionately problematic for younger 
Indigenous drivers.  Some of the results of the program of research may be relevant 
to other jurisdictions and generate discussion in other communities about the 
importance of community based road safety research in Indigenous communities.  
An additional strength was the diversity of participant samples.  The program of 
research captured information related to both regional and remote settings in 
Queensland.  This means that the program is likely to be easily transferrable to a 
range of communities in Far North Queensland.  
As with all research, several important limitations should be borne in mind 
when reading the research.  The first of these relates to the limitations of official data 
sources and reliance on self-report data across the quantitative and qualitative 
studies. 
The drink driving conviction data from the Department of Justice and 
Attorney General used in Study 1 was confounded for a number of reasons.   The 
data did not have specific information about some characteristics.  For example, the 
specific BAC reading at time of offence and the location of the offence was not 
available within the dataset and the BAC categories and court locations were used as 
proxies in the analysis.  Conviction data was extracted on the basis of Indigenous 
status recorded.  It has been acknowledged by others that the accuracy of the capture 
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of Indigenous status is problematic and a limitation facing researchers in being able 
to make meaningful conclusions (ATSB, 2006b).   
Court clearance rates and level of policing could also affect this data.  
However, the patterns and relationships between policing and drink driving are by no 
means clear, and it is also possible that in more isolated areas and remote 
communities, where people are known to each other, enforcement can target known 
drink drivers or utilise local knowledge in enforcement activities, thus biasing the 
likelihood that particular offenders will be apprehended.  As mentioned above, the 
association between remoteness and high range BAC may also be reflective of police 
focussing on heavy episodic drinking and ignoring lower level BAC and drink 
driving.  It is not possible here to say if enforcement or court clearance rates had an 
effect on the conviction data or what size this effect may have been.  Although this 
dataset suffers from these limitations, it is one of only a few databases that record 
Aboriginal and/or Torres Strait Islander status, a necessary feature for the analysis.  
In the semi-structured interviews, the researcher relied on self-report of drink 
driving desistance and the strategies used to overcome further drinking driving 
(Research Question 4). This may be problematic as it may not be a true and accurate 
account of the individual’s behaviour.  Nevertheless, it was considered to be the 
most pragmatic method to utilise.  Access to official driver histories requires an 
individual to provide a number of details including date of birth, licence number and 
current address.  The researcher attempted the process of applying for access to 
complete driver licence histories for these participants.  However, participants did 
not have their driver licence information readily available. Moreover, some 
participants were not completely confident in recalling their date of birth or did not 
have a fixed address at the time of the interview.  Transport agency reports have 
noted the ongoing issues Indigenous people face in being able to provide sufficient 
personal documentation to apply for learners and drivers licences.  In saying this, 
previous research among the general population has shown self-reported crashes and 
offences have been found to be generally accurate compared to official crash and 
offence records (Boufous et al., 2010).   
As detailed in Section 7.8 and 9, qualitative interviews were conducted with a 
sample of Indigenous residents convicted of drink driving living in Far North 
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Queensland and the Cape York Peninsula. Undertaking research with Indigenous 
communities requires attention to ethical guidelines.  This research was guided by 
‘Road Maps I and II: Strategic Framework for Improving Aboriginal and Torres 
Strait Islander Health through Research’ as a framework.  Preliminary stages of 
such projects require the research team to gain informed consent from the 
appropriate people in the community as well as to develop mutual rapport and 
acknowledge the community ownership of the data.  In order to comply with these 
practices, extensive community consultation, negotiation and collaboration is needed 
to ensure that the research objectives are beneficial to the community.  Conducting 
these practices is both time and fiscally intensive.  Feedback and ongoing 
relationship-building also needs to occur across the lifespan of the project.  This can 
include attending meetings and community events that may not be considered to be 
‘directly related’ to the research project.  To ensure that these commitments could be 
honoured, the study was necessarily limited in scope and so was conducted in four 
communities only.  This may reduce the generalisability of the findings to other 
Indigenous communities (and may not be true of urban Indigenous communities at 
all).  However, the nature of qualitative research, when carried out thoroughly, is that 
it captures and illuminates underlying phenomena that transcend the specific 
circumstances in which the material was obtained, as discussed earlier in the 
dissertation (refer to Chapter Seven).  This approach was selected for this part of the 
program of research for this reason.  It is left to the reader to judge whether the 
intention has been achieved.  As these findings are preliminary, future studies should 
be replicated in other states and territories to compare the findings (discussed in 
Section 11.6). 
11.6 Future research 
 While much has been learned from this program of research in relation to 
drink driving among Indigenous people in regional and remote communities in 
Queensland, much still remains unknown.  The research has generated new areas of 
inquiry that require attention.  The following areas are noted as future research areas 
which would enhance the application of policy and practice.  
During the pilot testing of the ‘Hero to Healing’ program, several 
recommendations were received from participants that merit consideration.  This 
includes cannabis and attention to improve the relationship between them and their 
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partner particularly related to jealousy.  Proliferation of cannabis use in Indigenous 
communities was noted in the 1990s (Brady, 2002), with very high rates of cannabis 
use in Northern Australian Indigenous communities observed again in the last few 
years (Bohanna & Clough, 2012).  Illicit drugs have been found to negatively impact 
on driving abilities by reducing alertness and concentration whilst increasing 
reaction times.  Driving under the influence of cannabis has been found to double the 
risk of a car crash for young drivers (Asbridge, Poulin, & Donato, 2005).  Therefore, 
inclusion of drug driving and other health aspects seems a logical extension of the 
program. 
As outlined above, the drink driving program was piloted in two 
communities in Far North Queensland thus potentially limiting the generalisability 
of the findings.  This limitation could be addressed in the future, through facilitation 
of the program again in the study communities as well as in other locations in 
Queensland and other states in Australia.  A more refined and robust program could 
be developed as a result, and this would also afford the opportunity to tailor sections 
of the content and delivery to each community where needed.  
As the Community Reinforcement Approach encourages participants to learn 
new skills and set various short and longer term personal goals, examination of the 
longer-term impacts of the ‘Hero to Healing’ program is required.  Specific 
measurable outcomes could include: alcohol/drug use, self-report of injuries (victim 
or perpetrator) and risky driving (drink/drug), attitudes towards sensation seeking 
and antisocial behaviour, mental health/wellbeing, driver licence status, access to 
transport, and employment status.   There are some methodological concerns from 
other evaluations (as outlined in Chapter Two) that should be considered when 
developing an outcome evaluation framework including the use of a control group to 
demonstrate whether the program is more effective than no program exposure, a long 
period of follow-up with participants to obtain sufficient and more reliable data for 
analysis, and qualitative information from participants about aspects of the program 
that are the most useful. 
The results from the qualitative and quantitative stages of the research 
indicate that driving-related attitudes are formed in the early stages of youth.  There 
were some other concerns that were evident in these drink driving narratives, 
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including boredom, self-reported high consumption of alcohol, as well as other drug 
use and concerns of mental health issues reported by younger-aged participants.   
Greater exploration of the potential antecedents and their interaction with drink 
driving is needed to develop targeted resources.  As highlighted in the earlier 
chapters, road crashes are the second leading cause of Indigenous youth deaths 
behind suicide (AIHW, 2011a), and account for a rate of serious injury (26 per 
100,000) that is twice that of the national average, and so further exploration of this 
area is warranted.  Additionally, these injuries largely affect young people (aged 15-
19 years) (Henley & Harrison, 2013), often result in long-term physical or mental 
health problems, making road injuries a critical burden on Indigenous communities.   
Longitudinal research would improve our understanding of the development 
of drink driving behaviour and attitudes, starting with adolescents.  Previous 
literature notes that attitudes and motivations regarding road use are apparent long 
before obtaining a driver’s licence, yet there have been no studies that have explored 
the development of Indigenous youth’s attitudes long-term in Australia.  Parents and 
peers therefore could be included in this research, and the nature, extent and 
mechanisms of their influence upon attitudes and behaviour of pre-learner drivers in 
relation to drink driving could be examined.  The role of peers and parents on young 
people’s alcohol use could also be examined.  The findings from such research can 
inform the development and evaluation of preventive countermeasures given the 
majority of resources available are educational only.  The findings from this type of 
research would have valuable health and criminological benefits to the next 
generation of Indigenous road users.   
11.7 Concluding remarks 
This program of research was designed in response to the need for a drink 
driving program that is relevant to the lived social and cultural experiences of 
Indigenous people convicted of drink driving living in Queensland’s regional and 
remote communities.  Through this process, evidence has been collected that can 
assist the understanding of why many existing drink driving programs are not 
effective with Indigenous drink drivers and do not appear to meet their needs.   
The ‘Hero to Healing’ program takes a new approach to treating drink 
driving, by utilising a behavioural model, the Community Reinforcement Approach.   
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While this research provides new evidence in relation to Indigenous drink driving, 
this issue remains a high priority area.  As the quote at the introduction of Chapter 
Two states, “Aboriginal and Torres Strait Islander people in Queensland are 
involved, either as victims or offenders, in the criminal justice system in ever 
increasing and unacceptable numbers”.  Drink driving contributes significantly to a 
high proportion of Indigenous people finding themselves in those circumstances.   
Drink driving also contributes overwhelmingly to the injuries Indigenous Australians 
and their families experience.  Australia has a record of several decades of road 
safety success that has led to reductions in road trauma and drink driving practices 
among the general driving population.  The evidence presented in this program of 
research adds weight to the call for road safety research to be conducted in 
partnership with Indigenous communities to ensure there is both ground-level and 
policy change to address this critical problem.  The need is urgent in order to change 
unsafe transport behaviour now and for the next generation of young Indigenous 
road users. 
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Appendix A:  Participant information sheet and consent to participate form: 
Stage Two 
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Appendix B: Semi-structured interview schedule: Stage Two 
 
Participant Name:  
Place of Interview:  
Date: 
Completed Driver History Form:  Yes    No (circle) 
Community:    
Age:  
Employment:   Yes:       No     (circle) 
What level of education have you completed:  
Language(s)  other than English: Yes______________    No     (circle) 
 
1. Can you tell me about the first time you were caught drink driving? 
 
 
• How many times have you been done for drink driving? 
 
 
• Can you tell me about the last time you were caught drink driving? 
 
 
• Where driving from and where to?  
 
 
• How were you caught?  
o Random Breath Test 
o Method of Driving 
o Involved in an accident  
o Another offence involved 
o Other____________ 
 
• Did you have people in the car?  
 
• What was your BAC reading?  
 
• What sentence did you receive from the court? 
o Fine (amount_________________) 
o Community Service 
o Probation Order (no conditions) 
o Probation Order with conditions (random breath testing or alcohol treatment) 
o Immediate Parole 
o Prison/Parole 
o Not sure 
 
• Have you received any counselling or alcohol treatment since the 
offence?                        
o Yes              
o No 
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• Have you got a driver licence at the moment?  Yes/No (circle) 
• When did you first get your licence?_________________ 
 
• What other driving offence(s) have you been convicted of? 
 
o Dangerous driving 
o Driving unlicensed 
o Driving an unregistered vehicle 
o Speeding 
o Driving under the influence of illicit drugs 
o Other:  
 
2. When you think about the ones in your mob who drink and drive, is it 
the same reasons for them or different?   
 
 
3. What do your family and friends think about drink driving? 
 
 
 
4. Have there been times in the past when you have not driven drunk for a 
long period of time?  Why was this (if yes)? 
 
 
 
 
 
 
 
 
 
 
5. What things have you done to try to avoid drinking and driving? 
 
 
 
 
 
 
 
 
 
AUDIT-C  
 
1. How old were when you first started drinking alcohol? 
 
2. Who do you usually drink with? 
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3. Where do you usually drink?  
 
4. How often did you have a drink containing alcohol in the last year? 
o Never 
o Less than monthly 
o 2 to 4 times a month 
o 2 to 3 times  a week 
o 4 to 5 times a week 
o Daily or almost daily 
 
5. How many drinks did you have on a typical day when you were drinking 
in the past year? 
• What do you drink? (beer, wine etc) 
• What are they in? (cans, bottles etc) 
• How many do you have? 
• Do you share any of the grog you have with mates?  
o 0 drinks 
o 1-2 drinks 
o 3-4 drinks 
o 5-6 drinks 
o 7-9 drinks 
o 10 or more drinks 
 
6. How often did you have 6 or more drinks on one occasion in the past 
year? 
o Never  
o Less than monthly 
o Monthly 
o Weekly 
o Daily or almost daily 
 
7.  Have you or someone else been injured as a result of your drinking? 
o No 
o Yes, but not in the last year 
o Yes, during the last year 
 
8. Has a relative or friend or a doctor or another health worker been 
concerned about your drinking or suggested you cut down? 
o No  
o Yes, but not in the last year 
o Yes, during the last year 
 
 
9. Do you smoke gunja? 
o No  
o I quit, over six month ago 
o Yes, within the last six months:  how often (everyday) 
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6. What is your understanding of the laws associated with drink driving 
and the effect of alcohol on driving? 
 
• Can you tell me what the BAC level is for people with a full licence? 
o Yes, it’s _______ 
o No 
o Other comment (i.e. learners)__________ 
 
• Do you know what a standard drink is?  Can you give me an example? 
o Yes, example is:  ______ 
o No 
 
• Do you know how many drinks a person can have in the first hour to be 
under the limit? 
o Yes, for men it’s _________ 
o Yes, for women it’s_______ 
o No 
 
• What would stop you or other people you know from drink driving? 
o Jail_____________________________________________________ 
o Community Service/Probation _______________________________ 
o Fine____________________________________________________ 
o Licence Disqualification____________________________________ 
o Education Workshop_______________________________________ 
 
 
7. What are possible opportunities to address drink driving behaviour for 
you and your community? 
 
• How do you think drink driving behaviour can be changed?  
 
 
• How do you learn about things? 
 
 
• What would be useful information for you or other drink drivers? 
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Appendix C: Participant information sheet and consent to participate form: 
Development of Program DVD 
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Appendix D: Participant information sheet and consent to participate form: 
Stage Three 
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Appendix E: Semi-structured interview schedule: Stage Three 
 
Participant Pre Evaluation  
Session Details (Time and Date):  
Facilitator Details: 
Setting Details: 
Respondent Details: 
1. Gender: 
2. Age: 
3. Community currently reside at: 
4. Relationship Status: 
5. Employment Status: 
6. Current Driver Licence Status: 
Information about attendance and expectations  
 
1. What kind of information do you expect to get from today’s program? 
 
Drink Driving History  
1. Tell me about your drink driving history? 
o Number of convictions__________________ 
o Other transport offences_________________ 
 
2. Have you ever held a driver licence? 
o Yes 
o No 
 
 
3. Have completed any formal road safety education? 
o Yes,_____________________________ 
o No 
 
4. What are some of the reasons you have driven under the influence of alcohol?   
o Driven the next day, without realising I would be over the limit 
o Pressure from friends or family 
o It was your choice and you knowing drove whilst under the influence 
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o Other________________________________________________ 
 
5. Who are you usually with when you drink drive? 
 
 
6. Do you remember how old you were when you first saw someone drink drive? 
Can you tell me about that. 
 
 
 
7. Do you think having a licence is better for your own health and wellbeing? 
 
Participant Post Completion 
 
1. Did you attend all sessions? 
o Yes 
o No, not all. Which ones did you attend:______________________________ 
 
 
Content Questions 
 
2. Do you feel you understood the content of the program? Why? 
 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
o No opinion 
 
3. Can you tell me which parts of the program you consider to be the strengths? 
 
 
4. The program talked about family pressure and being the ‘hero’.  From your 
experiences related to drink driving, could you relate to this information? Why? 
 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
o No opinion 
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5. We talked about group participants identifying high risk situations for drink 
driving and strategies to avoid it.  Is there a strategy you learnt today that you 
think you will use after leaving here? 
 
 
6. What was a significant piece of information that you didn’t know that you now 
know after being part of this program? Can you tell me about it. 
 
o Session 1 – why we drink drive and what does it cost 
o Session 2 – kinships obligations 
o Session 3 – alcohol and cannabis, effect on the body and driving 
o Session 4 – learning strategies to say no to the next drink, and to drink driving 
 
 
 
 
 
7. From the information and stories you heard here, are you more interested in 
cutting down on your alcohol or cannabis use then you were before the program?  
 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
o No opinion 
 
Delivery Questions  
 
8. (For drink drivers only) The program included family and members from the 
community.  Did you comfortable with having others from the community in the 
program? Why? 
 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
o No opinion 
 
 
9. The program was presented by a range of people including a drug and alcohol 
worker and elders.  Did you find this useful? 
 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
o No opinion 
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10. In the program we talked about standard drinks.  Did you understand what a 
standard drink was by how the facilitator presented the information?  
 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
o No opinion 
 
11. Do you feel confident that could share this information about standard drinks 
with others? 
 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
o No opinion 
 
 
12. Was the information in the program delivered in an interesting way with yarning, 
videos and activities? Why? 
 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
o No opinion 
 
13. Was there enough time to give everyone an opportunity to give their opinion or 
comment during each session? 
 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
o No opinion 
 
14. We would value any comments or opinions you have about the program.  
Overall, what recommendations would you make to improve the content of the 
program or how it was delivered? 
 
 
 
